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This Section is divided into 5 parts:
1. Training received since qualification
2. Overall Aims and Objectives of the Psych. D.
3. Academic Reviews - Aims and Objectives
4. Clinical Service Development - Aims and Objectives
5. Research - Aims and Objectives.
1. Training Received since Qualification
1993 Motivational Interviewing - Leeds Addiction Centre
1994 Relapse Prevention - Addiction Forum
1994 Working with the Media - C.P.D.C.P. Seminar
1995 Working with long term mental illness
1995 Psych. D. Registration - C.P.D. Seminars
Section 2. Overall Aim and Objectives of the Psych. D.
AIM:
To attain greater professional competence in order to enhance 
the contribution of clinical psychology to health care. In 
particular, to increase my understanding of the theoretical 
issues relating to work in the field of Drug and Alcohol 
problems and to consider treatment implications of research 
findings in this field.
OBJECTIVES:
1. To review the research pertaining to 3 identified areas of debate in 
the Drug and Alcohol field. The implications of the research on 
clinical practice will be considered.
2. To identify an area of potential Service development and to 
develop proposals for such development in the light of research 
and clinical issues.
3. To undertake an identified research project related to clinical 
practice. The outcome of this research to be used to inform 
clinical practice and service development.
VI.
Section 3. Academic Reviews
AIM:
To develop an understanding of psychological theories and 
models applicable to clinical work with Drug and Alcohol 
users and thereby develop an effective and appropriate service.
OBJECTIVE:
To review literature relating to three specific issues regularly 
occurring in clinical practice.
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4. Research I - Quantitative
AIM:
To evaluate the effectiveness of methadone prescribing for clients of the 
Acorn Drug and Alcohol Service.
OBJECTIVE:
1. To interview users of the prescribing service using the Opiate Treatment 
Index.
2. To repeat the interviews after 6 months.
3. To evaluate the changes over time of a specific range of outcomes.
Vlll
5. Research H - Qualitative
AIM:
To understand the meaning of maintenance prescribing to the recipients. 
OBJECTIVES:
1. To interview clients in depth regarding their experience of having a 
maintenance prescription.
2. To interpret these interviews.
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6. Service Development
AIM:
To develop a procedures by which to facilitate the monitoring and 
evaluation of the work of the Drug and Alcohol service.
OBJECTIVES:
1. To identify appropriate parameters by which to assess the effectiveness
and efficiency of the Service.
2. To identify appropriate outcome measures for client interventions.
3. To develop objective measures of outcomes.
4. To develop a system of recording and systematically monitoring the
above parameters and outcomes.
5. To develop a method of processing this data to provide quarterly reports
relevant to both Purchasers and Clinicians.
CODEPENDENCY
ABSTRACT
Co-dependency is a popular concept used to explain the behaviour of families and in 
particular, partners of problem drink/drug users. The concept is widely accepted in 
non-statutory agencies and self-help groups. Many partners of problem drink and 
drug users have been told and have accepted that they are 'co-dependent'. They bring 
this acceptance into the therapeutic situation when seeking help in coping with their 
partner's behaviour.
This paper will explore the concept of Co-dependency and consider its 
appropriateness when working with partners of problem dring/dmg users.
The paper has four aims;
1. To describes the origins and basic assumptions of the concept of 
Co-dependency;
2. To explore the empirical evidence for the concept of co-dependency;
3. To discuss benefits and limitations of the concept of Co-dependency;
4. To consider its relevance in treatment programmes for partners of drink/drug 
users.
INTRODUCTION
Many studies have identified stresses arising for those living with someone who has a 
drink or drug problem, (e.g. Orford et al., 1976 and Velleman et al. 1993). These 
studies emphasise the long term nature of these harmful effects of a family member's 
drink/drug problem.
These adverse consequences are more than inconveniences. Bailey (1967) showed 
that wives of men with alcohol problems had raised scores on measures of common 
psychological and physical symptoms. When they are no longer living with an 
excessively drinking husband these scores were shown to reduce in proportion to the 
length of time since separation or problem resolution. A similar return to normal 
health in spouses when drinking problems were resolved was found by Moos et al.
(1990). Living with someone with a drinking problem is frequently cited as a stressor 
in research into the origins of depression. Brown et al. (1981).
Orford (1994) suggests that drink and drug problems exist on a sufficiently large scale 
and the stresses involved in living in ^sociation with them are such that these 
experiences constitute one of the most common kinds of stressful circumstance or 
'chronic life difficulties'.
Thus research has demonstrated that problematic drink and/or drug use can have 
severe consequences for family and friends. Often these problems are chronic and 
may be implicated in physical and psychological difficulties. It is therefore relevant 
and appropriate that services are provided to assist families and partners of problem
drink or drug users to help them cope with the stressful situations in which they find 
themselves.
Clinical experience suggests that contacting a statutory agency for help with issues 
arising fi’om another's drink/drug problems is often a last resort. Partners of problem 
drinkers or drug users have often contacted voluntary services and/or self help groups 
before they contact a statutory agency. In this process they are likely to learn about 
the concept of Co-dependency. They often accept the label of co-dependent although 
they may be dismayed by the implications including the need for long term treatment. 
Others totally reject the label but then feel bereft of support because they are thereby 
precluded fi’om many of the sources of voluntary and self help support which are 
available.
In order to work constructively with these clients it is necessary to understand the 
concept of Co-dependency - to critically appraise its foundations, its empirical basis 
and its value in treatment.
ORIGINS OF THE CONCEPT OF CO-DEPENDENCY
The word Co-dependency is relatively recent. Beattie (1987) notes its appearance in 
therapeutic settings in the 1970’s. However, the notion of a particular harmfiil 
behaviour pattern associated with the families of alcohol or drug users was recognised 
in the 1940’s. At this time Alcoholics Anonymous was established as a form of self- 
help support for drinkers. This self-help organisation was based on a disease model of 
addiction. Sufferers of alcoholism have a life-long progressive illness for which there 
is no cure, (Alcoholics Anonymous, 1982). Beattie (1987) describes how fairly soon 
afterwards wives of Alcoholics Anonymous members formed their own support 
groups. They adapted the Twelve Step programme which was used in Alcoholics 
Anonymous for their own groups and formed the self-help organisation - Al-Anon. 
Members of this organisation assert that alcoholism is a “family” disease. People living 
with an alcoholic begin to react to an alcoholic’s behaviour. Common characteristics 
of these carers are that they become obsessed with trying to control the other’s 
drinking; they experience great amiety in their attempts to fix the damage and 
eventually become angry at the pain caused by the drinker’s behaviour. These carers 
deny the extent of their difficulties and begin to feel to blame for the situation suffering 
feelings of guilt. (Al-Anon, 1979).
Stafford and Hodgkinson (1991) discuss the growth of the notion of Co-dependency 
particularly as more and more addiction and detoxification centres, mainly in 
America used the Twelve Step programme. They discuss how although usually 
manifested around some form of chemical dependency, Co-dependency was also 
often evident where there was no substance misuse at all. Codependents were
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described as anyone who depends on others for their own sense of self-esteem. This 
could include over-supportive wives, loyal secretaries, dedicated doctors and tireless 
social workers. The criterion for Co-dependency was when supportive behaviour 
continues when it is not deserved or appropriate. Codependents are people-pleasers, 
always putting others first at the expense of themselves. Stafford and Hodgkinson
(1991) go on to state that
"..... we probably all have at least a touch of Co-dependency in us."
(Stafford and Hodgkinson, 1991, p. 2)
BASIC ASSUMPTIONS OF THE CONCEPT OF CO-DEPENDENCY
1) Definition
There is no standard definition of Co-dependency (Beattie, 1989). The implications 
of the lack of definition in terms of scientific acceptability are discussed later. 
Dowieko (1990) describes Co-dependency as a relationship pattern which extends 
beyond enabling behaviour on the part of a partner. He gives as examples partners 
who purchase drugs for an addict in an attempt to control the addict's drug use or a 
wife who calls in to work to say that her husband is "sick" when he is actually 
hungover firom the night before. Doweiko ( 1990) describes the following as classic 
symptoms of Co-dependency:
1. over-involvement with the dysfunctional family member;
2. obsessive attempts on the part of the co-dependent person to control the 
dysfunctional family member's behaviour
3. a tendency to make personal sacrifices in an attempt to "cure" the 
dysfunctional family member of his or her problem behaviour.
Stafford and Hodgkinson (1991) describe co-dependents as relationship addicts. They 
state that the co-dependent does not have a strong personal sense of identity, 
possesses little sense of self-worth and over-identifies with his/her roles and 
relationships.
Beattie (1989) has provided an extensive list of Co-dependency characteristics.
Central characteristics of co-dependent people include: excessive reliance on other 
people for approval and for a sense of identity and purpose, caretaking, rescuing and 
an impaired sense of self worth. These features are regarded as having an element of 
compulsion. This is often labelled "relationship addiction".
2) Co-dependency as an illness
There is disagreement about whether or not Co-dependency is an illness. However, 
many writers who support the notion of Co-dependency such as Beattie, 1987, 
Stafford and Hodgkinson, 1991, do construe alcoholism as an illness. This illness is 
progressive and can never be "cured". Furthermore, this disease of alcoholism is a 
disease of the family, (Stafford and Hodgkinson, 1991). Beattie (1987) unclear about 
whether Co-dependency is a disease states that it is called a disease because it is 
progressive. Codependent people are reacting to the illness of alcoholism and as the 
person to whom they are reacting gets sicker so the reactions become more intense. 
Co-dependency if not an illness in itself, can make you sick. Beattie also states that 
Co-dependency is disease-like in that co-dependent behaviours which are self-
destructive become habitual. These habits can lead the co-dependent into repeated 
destructive relationships.
3) The orisins o f Co-dependency
The roots of Co-dependency are assumed to lie in dysfunctional families (O'Gorman, 
1993). Stafford and Hodgkinson (1991) describe how American research has found 
that Co-dependency developed during childhood particularly in homes where either or 
both parents are alcoholics or otherwise chemically dependent. Regrettably, the 
'American research' cited is not identified. Mendenhall (1989) identifies the 
inter-generational origins of Co-dependency. Even if parents do not have a drink or 
drug problem, a grandparent with such a problem will give rise to Co-dependency in 
the grandchild. It is assumed that a family history of alcohol problems automatically 
leads to inadequate parenting and this inevitably leads to co-dependent behaviour in 
future generations. No evidence to support this contention is provided.
4) Consequences o f Co-dependency
Beattie (1987) describes extensive lists, drawn from her professional experience and 
the literature, of co-dependent behaviour. The main features of co-dependent 
behaviour are: Caretaking; Low self-worth; Repression; Obsession; Control; Denial; 
Dependency; Poor communication; Weak boundaries; Lack of trust; Anger; Sex 
problems. In the later stages of Co-dependency, co-dependents may become 
progressively more lethargic, withdrawn, depressed, suicidal, violent, seriously
emotionally, mentally or physical ill, experience an eating disorder and become 
addicted to alcohol or other drugs. A similar scenario is provided by Stafford and 
Hodgkinson (1991). They also point out that Co-dependency not only adversely 
affects the co-dependent person him/herself but also has an adverse effect on the 
addict concerned, usually making them become progressively worse.
4) Associated treatment implications o f Co-dependency
-The disease concept of the Co-dependency model has associated treatment 
implications. There is a close parallel between the disease concept of Alcoholics 
Anonymous and its associated 12-Step treatment programme and the treatment 
recommended for Co-dependency. By definition the 'disease' of Co-dependency 
needs treatment and this is usually extensive. Whitfield (1989) describes a recovery 
programme for co-dependents spanning 3 - 5 years. In response to the hypothesised 
origins of Co-dependency, treatment is often based around work with the "inner 
child", Morgan (1991).
Stafford and Hodgkinson (1991) explain that Co-dependency, previously considered 
extremely difficult to treat, is now recognised as a progressive illness. Many self-help 
and professional sources of support are now available to deal with this illness. Most 
of the self-help groups are based on the 12-step programme first developed by
Alcoholics Anonymous (Appendix 1). Stafford and Hodgkinson (1991) state that:
"These steps have stood the test o f time, and have shown themselves to be more 
successful for recovery than any other method. ”
Stafford and Hodgkinson, 1991, p. 7.
No evidence is provided in support of this claim.
Morgan (1991) explains that meaningful and enduring change may only be 
possible through involvement in psychotherapy ....  by a skilled clinician.... " (p. 727.
RESEARCH RELATING TO CO-DEPENDENCY
1 ) Definition
Although the concept of Co-dependency is widely accepted and is the foundation of a 
proliferation of self-help literature, it has little or no empirical support. Hands and 
Dear (1994) have reviewed the literature relating to Co-dependency. They state that 
there is insufficient research addressing the families of problem drinkers in general 
and regarding the concept of Co-dependency it is almost non existent. They were 
unable to identify any clear or agreed definition of the concept of Co-dependency. 
Uhle (1994) also finds many characteristics of codependence including denial, 
control, difficulty in trusting, low self-esteem, weak boundaries, over-responsibility 
and difficulty in handling conflict and in giving and receiving love. The lack of a 
common conceptual definition is problematic.
Others are more dogmatic about the validity of the concept. Wegscheider-Cruse 
(1984) described Co-dependency as a primary disease present in every member of an 
alcoholic family. Young (1987) asserts that Co-dependency is a progressive and 
deteriorating disease resulting in death if not arrested. Others such as Subby and Friel 
(1984) regard Co-dependency as a mixed personality disorder which should be 
included in DSM-IV criteria.
The lack of an agreed operational definition of Co-dependency is an issue in research 
which attempts to explore issues relating to co-dependence. Thus a study by O'Brien 
and Gaborit (1992) examining the relationship between Co-dependency, chemical 
dependency of a significant other and depression defined Co-dependency as an 
excessive preoccupation with the lives, feelings and problems of others. Using this 
definition they demonstrated that Co-dependency could exist independently of a 
relationship with someone who was chemically dependent. Depression was not 
related to Co-dependency in this study. In contrast, Hogg et al. (1922) developing an 
interpersonal model of codependence and contradependence describe codependence 
as a pattern of dependence on compulsive behaviours and approval from others. This 
results in behaviours including martyrdom, fusion, intrusion, perfection and addiction. 
Morgan (1991) in an inconclusive paper attempts to answer the question "What is 
Co-dependency?". He works through "a labyrinth of interesting formulations about 
Co-dependency", without finding any universally agreed definition.
2. Co-dependency as a personality disorder
Many writers support the disturbed personality view of Co-dependency. Typically, 
Young (1987) suggests that the co-alcoholic may be perceived as already disturbed 
when he/she enters an alcoholic/coalcoholic relationship. When they married they 
looked for an "alcoholic personality", a person who needed to be manipulated and 
controlled. A study by Troise (1992) of wives of alcoholics suggested that some wives 
of alcoholics may marry an alcoholic with a pre-existing incapacity for intimacy.
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This is regarded as possible evidence for Co-dependency theory being applicable to 
this specific population.
Wright and Wright (1991) discuss attempts to develop measures of Co-dependency as 
a personality predisposition in contrast to what they describe as the currently 
dominant view that Co-dependency is a personality syndrome closely akin to 
addictive love. More specifically, Cermak (1991) defines codependence as a set of 
personality traits that are the complement of narcissism and discusses the diagnostic 
criteria of codependence in DMS-HI-R.
The label of co-dependent is not only imposed by those providing treatment 
interventions. O'Gorman (1993) and Frank and Bland (1992) discuss the therapeutic 
implications of working with women and very occasionally men who have defined 
themselves as co-dependent. Frank and Bland (1992) challenge the existence and 
nature of Co-dependency but do acknowledge that clients identify themselves as 
co-dependent and discuss ways of working within that label.
3) The universality o f  Co-dependency
The universality of Co-dependency has rarely been challenged. The limited research 
which has been done fails to support Co-dependency as a homogeneous response to 
living with someone with a drink/drug problem. Wilson and Orford (1978) observed 
a wide range of behaviours and marked individual differences in family members' 
response, perceptions of the problem and how they modify their behaviour to cope.
In his review. Hands and Dear (1994), Dear quotes his own as yet unpublished study 
in a treatment facility for co-dependents. 250 clients were interviewed with a
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questionnaire exploring Caretaking tendencies; External focusing and Martyrdom 
tendencies. All features commonly referred to as characteristic of co-dependents. 
Only 1/3 of respondents displayed a significant level of agreement with the items of 
this scale, another 1/3 showed a significant degree of rejection of these items. Such 
findings throw considerably doubt on the universality of these characteristics. Much 
more research of this kind is necessary in order to clearly identify whether or not the 
'core characteristics' of Co-dependency so often quoted in the literature have any true 
validity.
THE EMPIRICAL STATUS OF CO-DEPENDENCY
One of the major problems in the literature relating to Co-dependency is the lack of 
an operational definition. The label is widely used but closer inspection reveals that 
different researchers are using different criteria to define co-dependent behaviour. 
This makes comparisons across a range of research studies meaningless.
Hands and Dear (1994) did find agreement about some of the core constructs cited as 
co-dependent. However, what limited research there is investigating these constructs 
fails to support their universality.
The very wide range of behaviours used to describe Co-dependency is too all 
inclusive - almost any nurturing or altruistic behaviour can be called co-dependent. 
Equally, the multitude of symptoms arising from 'Co-dependency' - anger, low self 
esteem, depression, guilt, lack of assertiveness, dependency, compulsive behaviour.
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addiction, relationship difficulties is extensive. The examples are so exhaustive that 
almost any psychological problem could be identified as related to Co-dependency. 
Co-dependency is not a clear model based on empirical evidence - rather it is a global, 
scientifically unchallenged concept which is readily acceptable to people unable to deal 
with another’s difficult behaviour. As such it is not an acceptable foundation for 
treatment planning.
Problems with the concept
The notion of Co-dependency is more than a popular label for wives of alcoholics.
The implications of the label include disease/pathology, a victim role, passivity and 
need for treatment, usually prolonged. Despite the lack of rigorous research evidence 
or an agreed operational definition. Co-dependency continues to be widely used by 
self-help organisations, some professionals and in research into partners of problem 
drinkers. Much of the research is focused on attempting to demonstrate that the 
‘condition’ exists. Furthermore, researchers use ‘co-dependency’, variously and 
sometimes self-defined, as their research sample. Their findings are then used as 
further evidence of the characteristics of this group.
If the definition and core characteristics of codependence could be demonstrated to 
have validity, there are other problems with the concept. The first is the disease 
concept which underlies much of the theorising. As mentioned previously this is the 
same concept which underpins the work of Alcoholics Anonymous. The ‘victim’ is 
passive and needs help to overcome her/his affliction. There is no cure, this is a 
lifelong disease. Thus the label of co-dependent is disabling and removes
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responsibility from the individual. This is therapeutically unhelpful and contraiy to 
the more active, responsible approach on which much therapy is based.
However, the damage from this particular label extends far beyond therapeutic 
inertia. Most 'co-dependents’ are women, wives of alcoholics. Only one study, that of 
O'Gorman (1994) mentioned that men may also be co-dependent. Herein lies a 
major problem with the concept of Co-dependency. The disease notion of 
alcoholism, a husband who is a passive victim of this 'illness' is accompanied by a 
disease notion for his partner. His wife's behaviour as she lives with his problem is 
pathologised. She has not even 'caught' the disease, as Young (1987) suggests, she 
has a disease which makes her seek out such a partner. As Haaken (1990) states this 
disease model obscures power inequalities within the family and reduces a broad 
range of emotional and social ills to family pathology with stress on the pathology of 
the caregiver, usually the wife. Closer inspection of the concept of Co-dependency 
such as that by Anderson (1994) demonstrates that Co-dependency pathologises 
characteristics normally associated with women. Haaken (1990) discuses the 
pathologising of feminine identity based on caretaking and an oversimplification of 
dependency conflicts. Krestan and Bepko (1990) suggest that a new language is 
needed in order to stop pathologising behaviour typically defined as female, as 
women's work
Miller (1994) discusses the limiting effect of adherence to Co-dependency in the field 
of alcoholism treatment. The notion of Co-dependency creates a negative response 
for some who seek help. Its effect is for wives of alcoholics to be considered as a 
homogenous group and this overshadows consideration of individual responses to the 
situation.
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Harper and Capdevilla (1990) challenge the growing uncritical acceptance of 
Co-dependency by mental health professionals based on a disturbed personality 
hypothesis. They comment that this is at a time when similar theories of alcoholism 
are being rejected by mental health professionals.
If Co-dependency as a syndrome, exists and to date research has failed to demonstrate 
this, it needs: a) clear operational definition to facilitate rigorous research; b) the 
removal of a pathologising label - this only has possible value if there are beneficial 
treatment implications arising from a theoretical rationale. Little attention has been 
drawn to the responses of men to drinking wives.
Interestingly, one study, Casey et al. (1993) found that wives of drinking men who 
were working had less stress . Possibly these women would not fall into the category 
of co-dependent yet their very existence throws the concept into doubt.
BENEFITS AND LIMITATIONS OF THE CONCEPT OF CO-DEPENDENCY
It is clear from the above that there is^  little or no empirical support for 
Co-dependency as a clinical syndrome. However, it is also clear from the 
proliferation of literature, both self-help and professional that the concept is widely 
accepted. It is accepted by professionals and forms the basis of interventions with 
partners of problem drink or drug users. This is particularly true in many 
rehabilitation centres (Stafford and Hodgkinson, 1991). It is accepted by the major 
source of non-professional help for partners of problem drink or drug users, Al-Anon. 
These groups are very influential if only because of the large number of people who
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attend. Those who attend and accept the philosophy of Al-Anon have also accepted 
that they are co-dependent. Thus despite the lack of scientific support. 
Co-dependency is a popular concept and one which families of problem drink or drug 
users are likely to have come into contact with. It is therefore worthwhile considering 
the benefits and limitations of this tenacious concept.
Benefits
Perhaps the major benefit for the partner searching for support in dealing with a 
problem drink or drug user is that it legitimises their cause, their search for a solution. 
The label 'co-dependenf explains why things have been so difficult - it may be more 
acceptable to be 'co-dependenf than to be someone who just cannot cope. If a 
co-dependent is a victim of an illness this reduces responsibility for the situation.
Also, if someone is co-dependent and therefore ill, it is reasonable for them to ask for 
and expect to receive help. This may be help from other 'sufferers' of the illness or 
from professionals who are trained to help them recover from the illness. Such help 
may be a welcome relief if all previous interventions have been focused on the drink 
or drug user. A 'co-dependenf is entitled to treatment and this must include hope. 
Acceptance of the label of'co-dependenf can also access contact with other 
co-dependent people. A network of support becomes available which was not there 
before.
This support can mean the end of feelings of isolation. To have a condition which is 
recognised, has a name, means that the person is not alone after all.
The label 'co-dependent', from the point of view of the individual, can bring 
acceptance, support, freedom from guilt and therapeutic intervention.
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For the professional a label for a syndrome is essential. Treatment cannot be offered 
for something which does not exist.
Limitations o f the concept o f Co-dependency
The limitations of this ill-defined concept have already been discussed. In summary, 
the include:
1. the disease model - this is a linear and progressive. The sufferer is a passive 
victim, doomed to deterioration unless appropriate treatment is achieved.
2. the concept pathologises caring, altruistic behaviour. As many writers have 
discussed, such behaviour is part of the normal socialised behaviour of women 
in our Society.
3. co-dependent behaviour is assumed to have a negative effect on the addict's 
behaviour.
4. the label victimises and may lead to blame being placed on the family of 
origin.
5. treatment is given because the person is 'sick'. This is a very negative emphasis 
and tends to focus on all that is wrong as a consequence of being 
co-dependent. A contrast would be to focus on positive skills and attributes 
applicable to the situation.
6. The label may be seen as stigmatising.
7. To be told that one is co-dependent may be yet another difficulty to cope with. 
It may be bad enough to have to live with someone with a drink or drug 
problem but to then be told that you also have an illness and even that you may
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have chosen such a partner can be unacceptable to some. Some clients will 
reject this completely and thereby lose their source of support.
IMPLICATIONS FOR TREATMENT FOR THOSE WHO HAVE BEEN 
TOLD THEY ARE CO-DEPENDENT
1. Those who have accepted the label.
Clients may present for treatment with a total acceptance that they are co-dependent. 
They will take on a passive, sick role and be persuaded that they need to attend 
meetings and have therapy to 'recover'. Such clients, most usually women may be 
confused as the socialised role of women is pathologised and they learn that what 
they thought was loving behaviour was sick, faulty behaviour. This is a burden which 
they have to carry and deal with on top of dealing with an alcoholic or drug using 
partner.
Frank and Bland (1992) discuss the focus on the past which many of these clients 
bring - an expectation that they will need to deal with the origins of this conditions in 
their childhood. They also discuss other difficulties of working with clients who have 
accepted the label in particular the difficulty of defining the problem with which to 
work. The client has defined him/herself as the problem - they come saying that the 
problem is "My Co-dependency". They propose the following strategies for 
interventions with these clients:
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1. Softening the label
2. Moving to present and future orientations
3. Treatment of Blame
4. Expanding options.
If  a client has accepted this label, it may be necessary to work within that framework 
whilst encouraging a more challenging and enquiring examination of the situation. 
Cognitive-behavioural techniques based for example, on the Stress and Coping model 
discussed by Watts et al. (1994) can be applied.
The value of the support for the individual which may be available by acceptance of 
the Co-dependency label should not be overlooked. Even if Co-dependency has no 
scientific validity, this level of support is not available from statutory agencies which 
may pride themselves on their more rigorous therapeutic interventions.
2. Those who have not accepted the label.
Other clients may present feeling affronted at being told that there is something 
wrong with them - they are co-dependent. Such clients may be angry but also 
disconcerted that this is how their situation is construed. They may feel isolated as 
they have rejected the only form of support of which they were aware and of which 
many may have spoken so highly.
Treatment with these clients can be more immediately based on other models, such as 
Stress and Coping. However, having removed the label it may be necessary to
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confirm that treatment is still relevant, appropriate and deserved. It can be beneficial 
to help these clients seek alternative forms of support as they have rejected Al-Anon.
CONCLUSION
Co-dependency is widely accepted. As yet there is little scientific evidence to support 
the concept. However, it has value both to clients and to professionals. It is relevant 
to recognise that Co-dependency is attractive to both clients and professionals alike. 
Clients are not concerned about empirical research evidence. They welcome 
something which recognises that there is a problem and offers a solution. It is 
incumbent upon professionals to challenge their acceptance of Co-dependency given 
the lack of supportive evidence. Bell (1994) discusses this acceptance of 
Co-dependency by professionals in the field despite the lack of supportive empirical 
evidence. He suggests that there may be three factors at work. The first is of 
self-interest. The definition of a 'condition' which can be 'treated' further supports the 
need for 'professionals'.
The second is the self-help tradition in the addictions field. He suggests that self-help 
movements are evangelical and critical analysis is discouraged in favour of 
acceptance of a shared system of simple and concrete fundamentals. Finally, he 
suggests that the concept of Co-dependency arises as a projection of our own 
responses to clients. Our identity is tied to helping dependent people and the broad
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all embracing definitions of codependence arise as a projection of our own frustrated 
responses to addictive problems. Partners of dependent drinkers may 'suffer as we 
suffer* - over-involved, over-caring and with a constantly diminishing sense of 
self-esteem.
Research into partners of drinkers has to move out of the past and examine the 
complicated relationships and behaviour involved without the constraints of 
traditional accepted roles and attributes of women. Questions of power imbalances, 
responsibility, self-determination and empowerment are integral to respectful work 
with women partners of drinking men. . The 'Co-dependency' of professionals 
working in the addictions field is another issue.
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APPENDIX 1 
THE 12-STEP PROGRAMME
1. We admitted we were powerless over alcohol and that our lives had become 
unmanageable.
2. We came to believe that a Power greater than ourselves could restore us to 
sanity.
3. We made a decision to turn our will and our lives over to the care of God as we 
understood him.
4. We made a searching and fearless moral inventory of ourselves.
5. We admitted to God, to ourselves and to another human being the exact nature 
of our wrongs.
6. We were entirely ready to have God remove all these defects of character.
7. We humbly ask him to remove our shortcomings.
8. We made a list of all the people we had harmed and became willing to make 
amends to them all.
9. We made direct amends to such people wherever possible except when to do 
so would injure them or others.
10. We continued to take personal inventory and when we were wrong, promptly 
admitted it.
11. We sought through prayer and meditation to improve our conscious contact 
with God as we understood him, praying only for knowledge of his will for us 
and the power to carry that out.
12. Having had a spiritual awakening as the result of these steps, we tried to carry 
this message to others, and to practise these principles in all our affairs.
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EPISODIC (BINGE) DRINKING AND 
THE CYCLE OF CHANGE
INTRODUCTION
The purpose of this review is to better understand episodic (binge) drinking and 
explore treatment interventions for this client group. In the light of the literature, the 
appropriateness of the 'Cycle of change' as a model for clinical intervention with 
clients with this drinking pattern is then considered.
The word 'alcoholic' has been widely used for many years to describe anyone with a 
drinking problem. Indeed, the label 'alcoholic' is an intrinsic part of some models of 
drinking behaviour, e.g. Alcoholics Anonymous. However, this label has no clearly 
defined meaning. Drinking patterns vary widely fi-om person to person and it is 
instructive to consider whether treatment effectiveness is uniform for all drinkers. 
There is often an assumption that the 'problem drinker' is consuming large amounts of 
alcohol on a daily basis, usually drinking throughout the day. In fact the quantity of 
alcohol consumed and the frequency and regularity of consumption are very variable. 
The majority of clients referred to an Alcohol Agency are likely to be frequent regular 
drinkers. A minority may be occasional 'binge' drinkers. This essay will explore, 
using the very limited literature available, the following phenomena of binge 
drinking:
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1. definition;
2. prevalence - the extent of the problem of binge drinking
3. consequences of this pattern of drinking;
4. the Cycle of Change;
5. the relevance of the Cycle of Change to binge drinking;
6. treatment implications;
7. conclusions.
DEFINITION
Most studies which mention binge drinking are concerned with in-patient treatment 
for alcoholics. There is no agreed definition of binge drinking. Calache (19 91) 
identifies the following features as typical of binge drinking:
• 2 or more days of heavy drinking followed by days of non drinking
• no craving
• sudden onset of the urge to drink
• tendency to drink to oblivion
Interestingly, a study of binge drinking students, Nezlek et al. ( 1994) defined binge 
drinking as drinking more than 5 drinks in any one session. Obviously any attempt to 
draw meaningful comparisons between such studies has little value.
In a clinical setting a binge drinker often describes long periods without alcohol 
interspersed by short term heavy use usually with some kind of adverse consequences, 
for example, the risk of losing a job, marital/family discord, offending behaviour.
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PREVALENCE
It is not possible to gain an estimate of the extent of binge drinking by reference to the 
literature. Wilson (1994) states that binge drinking is 'normal for young people'. The 
Drinkwise Wales Conference (1994) focused on the wide range of problems - 
personal, family and social, arising out of binge drinking. Moore et al. (1994) using 
data from a survey of 12,000 adults found that 28% of men and 8% of women 
reported binge drinking at least once a week. Binge drinking was most prevalent 
among young adults; males; the manual social group; those with less than secondary 
school education; those who were single, divorced or separated; beer drinkers and 
those who concentrated most of their drinking at weekends. Of concern is the finding 
of a study of young mothers by Kemper et al. (1994) in which 10% - 20% reported 
binge drinking. Purser (1994) suggests that the problem is so extensive that 
"community action" is necessary to reduce binge drinking. In contrast, Clark and 
Midonik (1983) (in Connors et al., 1986) in a National survey in the U.S. found that 
binge drinkers were "relatively uncommon in the general population". Estimates of 
the prevalence of binge drinking must also consider cultural factors. This is evident 
in a study by Avksentyuk et al. (1994) of over 3,000 Russian males. They found that 
a pattern of episodic drinking of large amounts of alcohol prevailed.
Surprisingly, no literature was available on binge drinking as a clinical problem 
presented in an out-patient/community setting. The limited research which was 
available concerned in-patient treatment. Connors et al. (1986) found approximately 
half as many binge as continuous drinkers in his sample. Tomsovic (1974) found 
almost equal numbers of binge and continuous drinkers in his sample.
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Several studies compared characteristics of episodic versus continuous drinkers. Both Calache 
(1991) and Tomsovic (1974) found a lack of affective or other psychotic symptoms in episodic 
drinkers. Tomsovic (1974) used the M.M.P.I. and found that there was no support for particular 
personality types or psychiatric disorder associated with either episodic or continuous drinking. 
McMahon et al. (1986) using the Millon Clinical Multiaxial Inventory (MCMI) found that the 
Psychotic Thinking Scale did differentiate between continuous and episodic drinkers. Episodic 
drinking was positively associated with scores on the MCMI Compulsive Conforming Scale. A 
more recent study by McMahon et al. (1991) again found that episodic drinkers had more 
socially conforming attitudes. They suggest that this may inhibit daily social drinking. They also 
found that episodic drinking was associated with a higher divorce rate and less occupational 
stability.
The assessment of alcoholics using the MCMI was reviewed by Craig and Weinberg (1992).
They concluded that alcoholic population subtypes could be identified by the MCMI. Higher 
social functioning and episodic drinking were associated with a compulsive personality style in 
contrast to the more debilitating forms of drinking which were associated with the Thought 
Disorder scale.
CONSEQUENCES OF BINGE DRINKING
There is evidence that higher morbidity is associated with binge drinking than continuous 
drinking. Connors et al. (1986) found that binge drinkers were significantly more likely to 
have a history of liver problems and more previous hospital admissions for alcohol. In 
contrast, Parrish et al. (1991) reviewing studies relating alcohol consumption and
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liver cirrhosis concluded that intermittent binge drinking was not associated with 
increased risk of cirrhosis. Tomsovic (1974) found that binge drinkers had a 
significantly higher prevalence of black outs. Delirium Tremens (DT’s) and 
neuropathology than continuous drinkers. It is well established that Delirium 
Tremens is associated with increased morbidity and mortality. This could in part 
explain Smith et al. (1994) findings in a 20 year follow up of alcoholic women. Of the 
women studied, binge drinkers were seven and a half times more likely to have DT’s. 
Of those experiencing DT’s or bingeing and DT's, 77.8% had died. Of those 
experiencing binges only, 55% had died and only 31% of those experiencing neither 
bingeing or DT's had died.
Hunt (1993) discusses the biochemical effects of binge drinking. He suggests that the 
possibility of brain damage resulting from heavy drinking is enhanced by binge 
drinking. Ethanol (alcohol) withdrawal may make the brain more vulnerable to 
adverse biochemical effects. A continuous drinker may rarely experience full 
withdrawal whereas the binge drinker, by definition, intersperses his/her drinking 
with periods of abstinence and associated withdrawal.
Thus despite extensive literature searches little was available concerning binge 
drinkers. That which was available suggests that binge drinking is common although 
no realistic estimates of its prevalence can be identified. There are wide cultural 
variations. Negative effects of binge drinking are alluded to but only those related to 
health have been systematically researched. The two main sources of information in 
the literature concerning binge drinkers are large population surveys and specific
research projects with in-patient clinical populations being treated for alcohol 
problems.. Large population surveys may underestimate the incidence of anti-social 
or problematic behaviour such as binge drinking if they rely on self-report. In-patient 
admission for alcohol problems is a last resort. In-patient clinical populations 
therefore represent a veiy small proportion of the people experiencing problems 
relating to alcohol consumption. Thus the two sources which inform research into 
binge drinking may be missing the bulk of people who fall into this category. Even 
out-patient and voluntary alcohol services will only be in contact with those who have 
reached a point of desperation about their problem binge drinking. Research with 
these clients would however be able to extend our understanding of the phenomenon 
of binge drinking.
The second purpose of this review was to explore treatment interventions which have 
been used with this client group. It was not possible to discover any studies which 
addressed this problem. Since no studies have been identified which use specific 
interventions with these clients the remainder of this essay will consider the relevance 
of the cycle of change in working with this client group based on clinical experience. 
This model is currently widely used in the addictions field and it is useful to consider 
whether it is appropriate to clients with a binge or episodic pattern of drinking.
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THE CYCLE OF CHANGE
The Cycle of Change (Prochaska and DiClemente, 1983) is widely used to inform the 
psychological treatment of addictions. The model proposes a series of 5 stages of 
change through which an individual progresses when undertaking behaviour change.
Figure 1 shows the relationship between the different stages, i.e. Precontemplation; 
Contemplation; Action; Maintenance and Relapse. There are 10 processes of change 
which receive differential emphasis during particular stages. The 10 processes of
change are as follows:
o self-liberation 
o social liberation 
o self re-evaluation 
o environmental re-evaluation 
o counter conditioning 
o stimulus control 
o reinforcement management 
o dramatic relief 
o helping relationships
The model is cyclical and may be repeated several times before the desired behaviour 
change is fully established. It is instructive to consider each stage in detail before 
assessing the relevance of this model to binge drinkers.
Precontenwlation
In this stage the individual concerned has not identified their behaviour as being 
problematic. It may seem so to others; a partner or family may be suffering adverse 
consequences of, for example, heavy drinking; an employer/work colleagues may 
express concern or there may have been problems with the law. For the drinker 
themselves, these adverse consequences are outweighed by the advantages of
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Figure 1: THE CYCLE OF CHANGE
EXIT
RELAPSE
PRECONTEMPLATIONMAINTENANCE
CONTEMPLATIONACTION
Prochaska & DiClemente (1983)
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continuing to drink. In psychological terms the drinking has become strongly 
reinforced. Its effect is immediate and reliable. There is also strong negative 
reinforcement in terms of avoidance of the anticipated pain, discomfort and distress 
of stopping drinking. These strongly reinforcing effects maintain the behaviour. The 
more remote adverse effects of the drinking do not at this stage have an impact on this 
behaviour.
Thus at the Precontemplation, (I haven't got a problem) stage the change processes 
have scarcely begun. Precontemplators tend to be defensive and to resist changing 
their thinking or behaviour. Clients rarely engage with Services at this stage of their 
own volition. They may, however, attend at the request or insistence of someone else 
or another agency, e.g. Probation. It is at this tentative stage that techniques of 
Motivational Interviewing (Miller, 1985) are essential. In essence, rather than meet 
the client's resistance to change with dogmatic 'shoulds' and 'shouldn'ts', the client's 
decisions are accepted as valid but explored openly. Through this process the client 
him/herself may begin to identify behaviour as problematic and requiring change.
Contenwlators
In terms of the Cycle of change, the drinker begins to accept the negative impact of 
his/her behaviour either on him/herself or its effect on others and moves into the 
'Contemplation' phase. At this stage the balance between short term positive and 
longer term negative consequences of continued drinking is assessed and re-assessed. 
Prochaska and DiClemente (1983) state that at this stage consciousness raising is the 
dominant process as the drinker gathers further information about the effects of
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his/her drinking. In treatment terms the client is still not committed to change and 
continued engagement is essential to support the ongoing processes.
As the client shifts emphasis from Contemplation to the Action ' phase, the process of 
self re-evaluation is uppermost. Progress through the Contemplation Stage concludes 
with an awareness of a need to change through the process of self-re-evaluation. The 
drinker accepts the need and responsibility for making that change. Rather than being 
a passive victim of a drink problem there is an understanding of active decision 
making in continuing to drink, to reduce drinking or to stop drinking.
Action Sta2e
At this stage the client has:
a) identified a need to change
b) accepted responsibility for making that change.
The Action phase involves strategies to facilitate change. Prochaska and DiClemente 
(1983) claim that in making these behavioural changes the processes of 
self-liberation, counter-conditioning, stimulus control and reinforcement management 
are most used. The Action phase is usually short-lived, moving into the longer 
'Maintenance Phase'.
Maintenance Phase
Prochaska and DiClemente (1983) exploring the processes used by smokers during 
the cycle of change stress the active nature of this phase. Counter conditioning and 
stimulus control are sustained beyond the Action phase into the Maintenance Phase.
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In the Maintenance Phase the drinker consolidates the changes made in the Action 
Phase. Relapse prevention is;&a major facet of this stage.
Relapse
Marlatt and Gordon (1985) have developed a model of relapse regarding it not as a 
single event but rather as a series of cognitive, behavioural and affective processes. It 
is these processes which are explored in Relapse Prevention work. Marlatt described 
Relapse as resulting from an imbalance in lifestyle and this can be a focus of 
preventive work.
For clients who experience or live in fear of relapse, the cyclical nature of Prochaska 
and DiClemente's model of change is much more optimistic than a linear model of 
behaviour change. In a model of change which has a specific goal, most often 
abstinence, relapse constitutes total failure. As such it is very difficult for a drinker 
who relapses to explore the relapse and learn new and more effective coping skills as 
a result. The experience of failure which relapse represents can be devastating and 
impede recovery and reassessment. In contrast, the cyclical model of change accepts 
relapse as a normal, if  unwanted, process from which positive aspects can be drawn. 
The change process can be repeated and existing cognitive and behavioural skills 
strengthened.
Thus Prochaska and DiClemente's Cycle of Change proposes a series of stages 
through which the drinker progresses. The importance of this in a treatment setting is 
that the focus of treatment is very different depending upon where in the cycle the 
client is located. At the Precontemplative stage it may be that only education.
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information and harm minimisation strategies are acceptable. In Contemplation the 
opportunity to explore the effects of drink, particularly using Motivational 
Interviewing will help move the client towards Action. Support for behavioural 
changes is essential in the Action phase. Development of new cognitive-behavioural 
strategies are the key for the Maintenance phase. In the event of relapse occurring the 
clinician may need to revert to strategies used in the Precontemplative phase in order 
to once again move through the cycle.
BINGE DRINKING AND THE CYCLE OF CHANGE
As discussed in the review, binge drinking is becoming an increasing cause for public 
concern (Drinkwise Wales, 1994). It is also evident from the literature that binge 
drinkers are a very high health risk group experiencing greater morbidity and morality 
than continuous drinkers. Smith et al. (1994).
These facts would suggest that binge drinkers should be an important target group for 
Alcohol services. However, broad literature searches have only succeeded in 
highlighting the shortage of research findings concerning this client group. The 
reasons for this could include the availability of this client group as research subjects 
as well as or possibly because of the low profile of this client group in Alcohol 
services.
Alcohol services are concerned to alleviate suffering arising from misuse of alcohol 
both to individuals and society. Why, then is this high risk group of drinkers 
apparently under-represented in their client groups as indicated by the very very small
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number of research studies? To understand this anomaly it is necessary to consider 
both the binge drinker and the services provided.
1) THE BINGE DRINKER
Definitions of binge drinking include; periods of heavy drinking, interspersed with 
periods of non-drinking and absence of craving, Calache (1991). A binge drinker is 
likely to approach a service immediately after some crisis precipitated by a bout of 
heavy drinking. However, very soon afterwards, usually before consultation at the 
Service, the binge drinker has moved into his/her non-drinking and non-problematic 
phase. By definition the binge drinker does not experience any craving or have a 
constant tattle ' to stay off drink. This period may last for days, weeks or even 
months. During this phase the binge drinker can easily convince him/herself that 
there is not a problem with drink. If there is no problem then there is no need to go 
through the inconvenience and possible embarrassment of being seen by an Alcohol 
agency. The binge drinker can readily persuade him/herself that that was the last 
binge - it will never happen again.
This is in sharp contrast to the continuous drinker. A continuous drinker may also 
make contact following a crisis and may even have managed to stop drinking. 
However a continuous drinker will now be facing a daily struggle not to drink again. 
The extent of this difficulty is apparent when the drinker reluctantly contacts an 
alcohol agency asking for help in overcoming this problem. A continuous drinker is
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therefore more likely to be motivated to progress through the cycle of change 
following initial contact with the service.
Thus both the binge and the continuous drinker have in terms of the cycle of change, 
moved from Precontemplation to Contemplation at the time of initial contact with the 
service. The binge drinker rather than working tlirough this stage, rapidly reverses the 
flow and becomes a Precontemplator once the crisis has passed. Even if the negative 
consequences of bingeing are manifest - loss of a relationship or job, the binge 
drinker is likely to deny a current drink problem. It may have been a drink problem 
but that is over now and it will not recur.
Binge drinkers tend to make fleeting contact with a service - often referred or 
'persuaded' to attend by someone else. By the time they are seen they are usually 
firmly back in the Precontemplative stage and resistant to any long term exploration 
of the problem.
Another feature binge drinkers often describe is a complete denial of responsibility in 
the act of binge drinking. "I just found myself buying a bottle", "I woke up in 
hospital/cells" are typical comments in the clinical setting. It takes time to enable 
people to realise and take responsibility for their drinking behaviour. In Prochaska 
and DiClemente's studies this process of self-re-evaluation was most evident in the 
bridge between the Contemplation and Action phase. As discussed, although binge 
drinkers may fleetingly become Contemplators, they rarely move into the Action 
phase, but revert to Precontemplation. They therefore do not have the opportunity to 
move through the self-re-evaluation process necessary to begin to understand and 
thereby change their behaviours.
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2. ALCOHOL SERVICES
Firstly, few services are able to offer a crisis intervention service, tending to take a 
more long term role in dealing with alcohol related problems. Because of resource 
shortages many statutory services have a waiting list or at least an administrative 
processing time of 1 -2 weeks between initial referral and first appointment. This 
may be entirely appropriate for continuous drinkers, a short wait sometimes being 
regarded as having a beneficial motivating effect. It m^^ not be appropriate for the 
binge drinker. Ritson (1991 describes a crisis as an opportunity for change to which 
services should be attuned. That critical opportunity for intervention whilst the role 
of alcohol is uppermost is often missed by the time the drinker attends the service. 
Secondly, the pattern of binge drinking and its consequences is such that crisis or 
emergency services are often involved. Accident and Emergency Departments or the 
Police may be the agencies involved as a result of binge drinking. These services are 
often not integrated with more long term support agencies. It is as if there is no 
connection with short term crises and long-term causes and effects which could be 
addressed by, in this instance an Alcohol service. Of course, it is possible that even if 
follow-up referrals were made by such emergency services, the client would not want 
them. Studies by Chafetz et al (1962) and Luckie et al (1992) found that fewer than 
5% of those recommended by other services to seek treatment for alcohol problems 
actually did so.
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TREATMENT IMPLICATIONS
The value of Prochaska and DiClemente's cycle of change lies in the apportioning of 
appropriate treatment interventions at different stages of the cycle. The binge drinker 
is essentially Precontemplative and the primary need therefore is to engage the binge 
drinker long enough to move into Contemplation. In order to achieve this the service 
must be extremely accessible and able to respond rapidly to that initial post-crisis 
contact.
However, if  the client moves into Contemplation, "Perhaps I do have a bit of a drink 
problem", the process of ongoing change will be different from that of a continuous 
drinker. A continuous drinker may spend a long time and many consultations 
working through the Contemplation stage, weighing up the pros and cons, planning 
for change, gathering strength prior to Action. The binge drinker does not need to go 
through an Action phase or even a Maintenance phase in the usual sense. He/she is 
not facing a daily struggle with craving for alcohol and rebuilding a life from which a 
significant factor has been removed. The binge drinker needs to embark immediately 
on relapse prevention strategies.
Marlatt and Gordon (1985) have developed a cognitive behavioural model of the 
relapse process. This model proposes that life-style imbalance underlies antecedents 
to exposure to High Risk Situations. The individual's ability to cope, or not cope with 
High Risk situations will determine the likelihood of relapse. If a relapse occurs this 
is regarded as an opportunity to better understand and then develop the necessary 
coping skills. Within this model it would appear that the binge drinker copes 
exceptionally well for long periods of time. In order to explore the cognitive and
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behavioural components of high risk situations it is first necessary to identify those situations. In 
the clinical situation a binge drinker is often unable to do so. In contrast, most continuous 
drinkers are often only too well aware of their high-risk situations. If the binge drinker can be 
persuaded that there is likely to be a pattern of antecedents prior to binges, he/she may be willing 
to keep a diary, perhaps of mood. They may then be able to identify situations which while 
singly do not precipitate a need to binge, cumulatively, over a period of weeks, may do so. 
Previous research has identified that some alcoholics are deficient in assertive skills (Tentyman et 
al, 1982). This is refiected in clinical practice where clients become aware of lack of 
assertiveness or unexpressed anger which builds up until a small incident precipitates a binge. If 
these stressor scan be identified, relapse prevention strategies such as anger management, self­
esteem building or social skills can be developed with the client (Marlatt and Gordon, 1985). 
However, the first step has to be to increase the client’s self-awareness to the point where they 
can accept responsibility for and thereby act to prevent binge drinking.
CONCLUSIONS
The very limited research available suggests that binge drinking is a widespread and high risk 
behaviour. Binge drinkers do not have any greater incidence of pyschopathology than other 
heavy drinkers. Clinical experience suggests that behavioural change for this group does not 
proceed in an orderly fashion through Prochaska and DiClemente’s cycle. Rather they are 
essentially Precontemplators who may be persuaded to utilise relapse prevention strategies.
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Services need to be accessible and respond rapidly to this group. The goal is to retain 
the client long enough to explore coping strategies for life "hassles' apparently not 
obviously connected with drinking. If contact can be maintained from the 'crisis' 
contact through a possibly long period of abstinence and through another crisis, the 
client may begin to develop the self-awareness necessary to understand the 
connection between coping strategies and binge drinking. Unfortunately, even if a 
good therapeutic relationship can be developed and the client is willing to retain this 
level of contact it may in the short term appear unproductive in terms of many 
outcome measures which services are required to produce. The outcome for this 
client group is in the long term - fewer hospital admissions, suicide attempts, offences 
over the years. This is not compatible with under resourced services which are 
required to demonstrate effectiveness in the short term.
Further research is needed into processes underlying binge drinking. Effective 
treatment strategies could then be developed. In the current situation of brief, limited 
involvement with services, this research is not likely to be undertaken and a 
vulnerable, high risk group will remain unreachable.
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PRESCRIBING INJECTABLES - THE SHARP END OF HARM 
REDUCTION
INTRODUCTION
The philosophy of Harm Reduction underpins the work of many Drug Agencies. The 
aim of Services is to reduce the harm caused by the use of illicit drugs both to the 
individual and to the community at large. Newcombe (1990) discusses the need to 
define the 'harm' which such a Policy is intended to reduce or minimise. He identifies 
2 dimensions by which harm can be classified:
1. A 7TPÆ dimension:
♦ HEALTH harms/benefits include the extent and quality of disease, fit­
ness, injury, medical conditions, psychological health and psychiatric 
problems;
♦ SOCIAL harm/benefits includes the extent and quality of 
aggression/affiliation, public order/disorder, group conflict, cohesion 
and integration/marginalization;
♦ ECONOMIC harm/benefit refers to the extent and quality of financial 
variables, including debt, acquisitive crime and the national economy.
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2. a AATEL dimension:
♦ INDIVIDUAL harm/benefit refers to outcomes for the drug user,
♦ COMMUNITY harm/benefit refers to consequences for the drug user's 
family, friends, neighbours and/or colleagues;
♦ SOCIETAL harm/benefrt refers to the effects on the structures and or­
ganisations of society (e.g. health services, criminal justice system, 
civil liberties, culture, the economy).
Against a back ground of a holistic approach, supporting a range of lifestyle changes 
for the client, one specific intervention used in Harm Reduction Services is the 
prescription of a pharmaceutical alternative to illicit street drugs. Most commonly 
this is a prescription of Methadone that can be taken orally in place of injecting 
heroin (Preston, 1993). The assumed benefits of such a policy include the following:
1. The known purity and quantity of the drug ingested.
2. The regular supply of a drug enables the drug user to develop a more stable 
lifestyle as he/she no longer has to spend a large part of the time securing the 
next supply of the drug.
3. The drug is free to the user and this should reduce acquisitive crime which 
can become a way of life as a drug user seeks to fund his/her habit.
4. Oral ingestion eliminates the physical risks associated with injecting.
Wilks J. (1989)
However, many drug users inject their drugs and find an oral substitute unacceptable. 
Brewer (1990) states that 'oral methadone programmes are o f  little help to those to 
whom the act o f injecting is as addictive as the substance injected.' Some agencies
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include the prescribing of injectable drugs as part of their harm-reduction strategy. 
However, injecting itself is a hazardous and potentially harmful procedure (Farrell, 
1991). It could therefore be argued that the prescribing of injectable drugs for such 
users is not compatible with a harm reduction philosophy. Few agencies have 
successfully resolved this dilemma.
Despite extensive literature searches, little was available concerning this issue. This 
essay explores the veiy limited literature available on this controversial topic. The 
following are discussed:
♦ The philosophy of Harm Reduction
♦ Prescribing Injectables - the dilemma
♦ Current Practice - Policy Development
♦ Issues Arising
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HARM REDUCTION
The 'British System', (Strang, 1989) for dealing with the drug problem has swung 
from an emphasis on a penal response in the early part of the Century to the current 
more liberal prescribing. In the 1960's an increasing number of young adults was 
injecting pharmaceutical heroin and cocaine. In response, the second Brain Report 
(1965) recommended the restriction of the prescription of heroin and the 
establishment of specialist clinics. It had been anticipated that contact with drug 
services would encourage users to reduce and eventually stop injecting behaviour. By 
the end of the 1970's most clinics had changed their prescribing to oral methadone 
only. It had become apparent, however, that many injecting users only wanted 
long-term maintenance prescribing of injectable drugs, (Farrell et al, 1994). 
Disillusionment with this outcome lead to short-term and abstinence based treatment, 
Wilks J. (1989). The advent ot AIDS in the late 1980's precipitated a reappraisal of 
this approach, A.C.M.D. (1988). The high risk of HIV infection among drug users 
who share injecting equipment and the rapid penetration of HIV through the injecting 
population lead to a reconsideration ot the priorities and strategies of drug treatment 
services, (Strang, 1988a). Harm Reduction became the priority, encouraging the 
setting up of needle exchange schemes and prescribing clinics.
Two Advisory Council on the Misuse of Drug reports on AIDS and Drug Misuse 
(1987 and 1988) reflect a shift of emphasis in response to AIDS. Flexible treatment 
goals were encouraged aimed at even limited behaviour change together with the 
need to attract clients into the service.
53
THE PRESCRIBING OF INJECTABLES
A stated objective of harm reduction policy is to attract drug users into the service and 
maintain contact as long as possible (ACMD, 1988). Whilst many drug users are willing 
to substitute their street heroin for oral methadone there remains a hard core of injecting 
drug users for whom this is not acceptable, Brewer (1990). For such users the injecting 
behaviour in itself is sought and they are unable to give this up even when the physical, 
pharmacological effects of the drug ingested can be made available in alternative ways. If 
the primary aim is initially to attract all illicit drug users into the service it would seem 
logical to prescribe injectable drugs for this particular client group. However, one aim of 
harm reduction is to reduce and hopefully stop injecting behaviour. Not only is injecting a 
potential source of the spread of HIV through the sharing of injecting equipment but it is 
in itself a dangerous procedure. Poor injecting technique, the progression to more and 
more hazardous injection sites on the body as veins collapse and dangers of localised 
infection are all potentially life threatening (Farrell, 1991). It has also been suggested 
(Strang, 1989) that the availability of free injectables will merely entrench the user in a 
damaging habit with no incentive to change that behaviour. There is therefore a dilemma 
which faces a harm reduction service when faced with a request from an injecting drug 
user for a prescription of ‘clean’ injectable drugs.
It would seem that the prescription of injectable drugs is a logical extension of a harm 
reduction philosophy - the clients gets when he/she wants, and is thereby attracted to 
the service, and is retained in the long term. Many of the problems arising from 
injecting street drugs specifically arise from the impurities contained therein. These
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are exacerbated by the fact that a drug user will often grind up tablets to inject which 
is a life threatening practice. Injectable ampoules avoid all of these dangers for the 
user (Brewer, 1990). The question remains: is the provision of injectable drugs, for 
example, heroin, methadone or amphetamine truly harm reduction practice or is it 
collusion with a harmful practice which may in fact be lessened or even stopped if the 
injectable preparation is not easily available?
CURRENT PRACTICE
Perhaps the most liberal response to harm reduction is the policy practised in the 
Midlands under the direction of Marks and discussed by Parry (1991). This is the 
prescribing of'drug of choice' to the user. The overriding aim is to get the user in 
contact with the service and to maintain that contact. Parry (1991) claims that most 
users end their careers spontaneously after about 10 years and that at the very least the 
goal of the service is to keep them alive for that time. A 'drug of choice' policy 
necessarily encompasses prescribing injectable drugs. Marks (1987) considers that 
rather than encouraging sustained injecting behaviour, such a Policy accepts the 
reality that clients will continue to inject regardless of clinic provision. The supply of 
clean drugs is therefore beneficial to such clients.
A rather more rigid prescribing Policy is practised by Ruben (1993) in Liverpool. She 
comments on the illogical process of dispensing clean needles, syringes etc. but not 
pharmaceutically 'clean' drugs to put in them. Ruben (1993) describes a 'pragmatic 
approach to prescribing injectables'. She is not prepared to prescribe drugs which she
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considers could have a destabilising effect on a client's mental health or catastrophic 
effect on the client's physical health. Dr Ruben will also only prescribe to those who 
can demonstrate a clear history of injecting drug use.
Batttersby et al. (1992) describe a policy of prescribing injectables with the specific 
goal of converting to oral prescriptions. The prescription was seen as a 'hook' to catch 
and hold the client. This retrospective study examines the injecting behaviour of 
clients over a two year period. At the end of this period 80% of the clients were still 
injecting and 4 of the remaining 5 were in in-patient treatment. Thus little progress 
had been made towards the goal of cessation of injecting behaviour although some 
clients had made positive lifestyle changes.
The need to continue to apply pressure to change behaviour is paramount in Strang's 
policies (1988b) regarding the prescribing of injectables. He quotes studies 
demonstrating injecting users' capacity for change and states that goal-oriented and 
motivational techniques should be used to facilitate movement through Prochaska and 
DiClemente's (1983) Cycle of Change.
Brewer (1990) at the Stapleford clinic describes a generous prescribing policy for 
injectable methadone. There is no upper limit and the aim is to reduce or eliminate 
the use of illicit opiates. Brewer describes the aims as achieving changes over time 
measured in years not months. He finds that injectable methadone maintenance 
prescribing achieves high retention and clients develop good relationships with staff 
which have therapeutic potential.
An early study by Mitcheson and Hartnoll (1978) compared a policy of prescribing 
injectables with one insisting on oral methadone. They conclude that there were two 
conflicting outcomes - prescribing of injectables resulted in very high client retention.
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Prescribing of oral methadone retained far fewer clients but those who stayed 
demonstrated desirable behaviour changes.
ISSUES ARISING
The above review of the literature relating to the prescribing of injectables in services 
for drug users highlights the following issues which will now be explored:
1. the dearth of researched literature concerning this topic;
2. the psychological models underpinning service delivery;
3. the reactive nature of policy development.
1. Why so little research?
Extensive literature searches reveal that there are very few research findings to inform 
this debate. There are several possible reasons for this unsatisfactory situation. 
a) Priorities
Research into attitude and behaviour change in injecting drug users was, at least until 
the advent of AIDS, of marginal interest. The numbers of clients involved is very 
low. Injecting drug users are socially stigmatised. Many people, even health 
professionals, do not regard injecting drug users as worthy of resource allocation.
Thus even those who believe that injecting drug users deserve the same level of 
respect and consideration as other clients find it difficult to raise funds and support 
for research with these clients (Walsh and Sanson-Fisher, 1994).
The advent of AIDS has, as discussed above, raised the profile of injecting drug users. 
It is now easier to get funding and support for this research. One could speculate that
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this arises more out of concern for the protection of society at large than out of 
genuine respect and concern for the well being of the drug users themselves.
2. Access to injecting drug users
Street (illicit) drug use by definition involves behaviour outside the law. For many 
reasons which are beyond the scope of this essay most street drug users belong to a 
subculture which has minimal contact with conventional social structures (Burr,
1986). The stereotypical junkie' is an exaggeration of all the negative aspects of this 
lifestyle. Nonetheless it is likely that street drug users will be involved in criminal 
activity and have a chaotic lifestyle. Burr (1986) describes the drug subculture he has 
researched as having 'a complex set of beliefs and a social and economic dealing 
organisation which... is extremely criminal and deviant.'. Breaking into this 
subculture in order to research and thereby understand injecting drug use is very 
difficult.
Organised research is undertaken by representatives of conventional society. It is 
unlikely that this activity will be acceptable within a subculture which has rejected 
social norms. Outreach workers are employed by Drug Agencies to bridge this gap. 
They have the complex task of gaining access to a deviant subculture whilst 
representing the mainstream. Researchers such as Burr (1986) and Newcombe (1990) 
have been able to do research 'in the field' and begin to increase our understanding of 
the lives of illicit drug users. This research, largely within the remit of Social 
Psychology, is at the descriptive stage. It is so limited that we do not even have a 
reliable estimate of the extent of injecting drug use in this country. Techniques such 
as 'snowballing' are successful in accessing wider numbers of a hard to reach group.
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Fife-Schaw C. (1995). However, each contact has consented to engage in this 
process. This is an act of re-engagement, albeit briefly, with a society which the 
injecting drug user has rejected. It is therefore very likely that many members of the 
drug using subculture would not wish to cooperate with research.
Thus research into injecting drug use is plagued by problems accessing injecting drug 
users themselves. It is possible that those few who do cooperate with research are in 
fact not typical of the majority of injecting drug users. Research conclusions reached 
as a result of work with these injecting drug users may not generalise to all injecting 
drug users. It is not possible to determine the attitudes and behaviour of those who 
maintain a total rejection of conventional society. Ironically, it is this group which 
society would consider is inflicting the most harm both on themselves and society. 
The main target group for Harm Reduction strategies is therefore not accessible to 
them. The challenge for services is to impose society's ideals of harm reduction on 
this group for whom it has no apparent relevance.
3. The injecting drug user's lifestyle
Many injecting drug users have a disorganised lifestyle. Pressure arising from 
criminal activity or changing availability of new resources such as accommodation or 
supplies of drugs encourage great mobility. A certain flexibility is necessary in order 
to survive. This combines with unpredictability in drug supply and effect to produce 
what by conventional standards is regarded as a chaotic lifestyle. Concepts such as 
routine and forward planning are not compatible with this lifestyle (Tyler, 1995).
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The researcher who manages to get through the difficulties of obtaining support for 
this research and access to injecting drug users is therefore faced with a further 
hurdle. Whilst information obtained at initial contact is very useful, more useful 
information would derive from extended contact. However, follow-up to evaluate 
interventions or longitudinal studies following individuals over time are extremely 
difficult with injecting drug users. A commitment to retain regular contact, although 
genuinely given, is often difficult for the injecting drug user to achieve. Longitudinal 
studies are difficult because many of these clients will move long distances (with no 
forwarding address), changing their names, or indeed, die. Thus even when drug 
users are willing to cooperate with research, the practicalities can be prohibitive.
2. PSYCHOLOGICAL ASSUMPTIONS UNDERPINNING SERVICE 
DELIVERY
Current strategy in drug services is based on the following rationale:
1. Illicit drug use causes a wide range of harm to the individual and society (e.g. 
Newcombe, 1990).
2. Services insisting on cessation of drug use (abstinence) do not succeed in 
reducing drug use for all clients.
3. Services should therefore be aimed at reducing the harm, at any level, arising 
from illicit drug use. This is particularly relevant to injecting drug users who 
are seen as contributors to the spread of HIV (Single, 1995).
4. Harm reduction can be ordered hierarchically for injecting drug users (ACMD 
Update, 1990), i.e.
■ decrease sharing of injecting equipment
■ cessation of sharing, use of clean needles
■ reduction of injecting, increase in oral substitute
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■ cessation of injecting, all oral substitute
■ reduction of oral substitute
■ abstinence from all drug use
5. Contact with Drug Agencies can facilitate progress through this hierarchy for
injecting drug users.
6. Contact with agencies is encouraged by the provision of free, oral substitutes
for street opiates
7. For some agencies the most effective means of attracting injecting drug users 
is to offer injectable pharmaceutical alternatives.
The assumption that injecting drug users will be attracted to a service if the right fiaif 
can be provided has already been discussed. It is naive to ignore the impact of the 
norms of the subculture on the group member. If the sub culture norms include a 
total rejection of anything representing ’authority' an individual member is not likely 
to accept the fiait' no matter how attractive.
If an injecting drug user does 'accept the bait', what is the relevance of the hierarchy 
of harm reduction to that individual? It contains an implicit assumption of a natural 
progression from high risk behaviour to low risk behaviour. This implies a tendency 
to improved health and well being. Whilst this would seem a logical and reasonable 
assumption, consideration of other risk behaviours suggests that it is not true for all. 
Many people continue to smoke cigarettes despite awareness, acceptance and even 
evidence of serious damage to their health. Concern about spread of HIV is behind 
attempts to educate and raise awareness of high-risk sexual behaviour. As yet there 
has been little evidence of behaviour change. There are many theories as to what 
determines people's decisions regarding risk behaviour. The Health Belief Model
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( Janz and Becker, 1984) implies that individuals balance the perceived merits and 
disadvantages of specific behaviours. The Theory of Reasoned Action (Fishbein and 
Ajzen, 1975) suggests that people's behaviour is influenced by a wish to seek approval 
and by what are perceived as friends' and significant others' wishes. Elkind (1984) 
proposes the Personal Fable' - it won't happen to me.
These theories explore the perceived risk and psychological means by which 
individuals minimise their perception of risk thereby enhancing the relative 
attractiveness of the high risk activity such as continuing to inject drugs.
It is also relevant to consider the maintaining factors in injecting behaviour. Most 
obviously, injecting drugs is self-reinforcing. The 'hit' is constantly sought. It has all 
the psychological components of the optimal reinforcer - it is highly pleasurable, it is 
immediate and it is consistent. This is more true of injecting than any other means of 
drug ingestion. Furthermore, once physical addiction is established, the cessation of 
unpleasant withdrawal symptoms following injection of the drug is also reinforcing. 
Injecting paraphernalia (gear) and settings can all become powerful secondary 
reinforcers (McMurran, 1994).
The influence of peers is also an important maintaining factor. As an injecting drug 
user's 'career' develops, he/she is likely to become more involved with other drug 
users. These networks are extremely supportive for an individual who is likely to be 
increasingly marginalised by the rest of society. However, the peer group will also 
include many who are selling drugs as this is their means of funding their own drug 
use. Thus there is covert and also overt peer pressure to continue injecting drug use. 
It is within this context that the meaning to the individual of injecting drugs must be 
considered. The drug user will have status within the group, possibly influenced by
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the nature of the drug use. Drug use can become the entire focus of the individual's 
life, the days being spent 'hustling' for money, then injecting the drugs and recovering 
from the effects. Drug use may be cited as a rationale for other behaviour such as 
criminal activity or prostitution. Thus an individual's psychological investment in 
injecting drug use can be total. His/her identity is intimately bound to this all 
consuming activity. This is one reason that it is so difficult to attract injecting drug 
users into conventional services. What is on offer is a solution which society deems 
reasonable, indeed excessive by some - a chance to substitute free, hygienic, 
pharmaceutical drugs for high-risk, dangerous, expensive street drugs, sometimes 
without even a commitment to consider reducing use. But we must consider what the 
user is being asked to give up in exchange - the loss of a meaningful way of life, of a 
tight supportive network of friends, of roles and values, of a statement against the 
conventional norms, of a life of risk and excitement and, not least the loss of a source 
of a fleeting feeling of well-being. We can offer little or nothing to replace these 
losses - small wonder then that, as Mitcheson and Hartnoll's study (1976) 
demonstrated, injecting drug users would accept the injectables on offer but would 
not consider moving down the risk hierarchy. Their behaviour did not fundamentally 
change.
Research is able to demonstrate that people in contact with services sometimes do 
demonstrate the desired behaviour changes. Fazey (1990) found that people shared 
injecting equipment less (a high HTV-risk behaviour) following regular contact with 
services. What is not clear is whether this is a result of increased contact with 
services or whether these clients had reached a stage in their drug using career where 
they were ready to move towards a healthier lifestyle anyway. It is possible that the
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most realistic activity for Drug Agencies is to facilitate this process and ensure that 
people are able to access the service when they do want to change, rather than 
assuming that merely providing a service will have an impact on those most at risk. It 
will also be important to demonstrate that Drug Services do have an impact on 
behaviour change over and above that which may occur as a natural part of a drug 
using career.
3. REACTIVE POLICY DEVELOPMENT
The review demonstrates how Policy development is lead by social and political 
concerns rather than clear understanding of underlying psychological mechanisms of 
behaviour change. Social reaction to problems arising from drug misuse lead to 
condemnation and an abstinence model. Vested medical interests lobbied for 
prescribing and hospital treatment. More recently AIDS raised the profile of injecting 
drug users and funding was readily available to attempt to solve 'the problem'. 
However, the impact of AIDS has not been as devastating as had been anticipated for 
intravenous drug users and this source of funding is being reduced. As the focus 
shifts it is not difficult to foresee that injecting drug users may once again be 
considered a very low priority in health expenditure. This will be offset by increasing 
recognition within criminal justice and social care organisations of the impact of drug 
use. There could again be political pressure to 'solve the problem'. If the solution is 
not found in health and social services it could be sought in a punitive response.
It is as if Society's response to drug use mirrors the user's own life-style - it is reactive, 
unplanned and short term. It is not based on an understanding of psychological and
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social processes and long term consequences are not considered. Should psychology 
be concerned in this issue and if so, what is its role?
Although injecting drug users are a very small minority, as individuals they deserve 
the same respect and consideration as any other person. At that individual level 
psychology has a vital role in researching and understanding the processes leading to 
and maintaining such self-harming behaviour. Such understanding should also 
inform interventions aimed at behaviour change.
It is also incumbent upon psychology to look beyond each individual client and to 
understand the psychological processes involved in their social, cultural, political and 
environmental context. Drug use is not an aberrant activity which arises in a vacuum. 
It is a response to the conjunction of individual psychological processes and 
environmental context. Psychology is involved in all of these fields - individual 
clinical psychology, social psychology, environmental psychology. Perhaps it is only 
when the different facets of psychology can combine their separate knowledge that a 
true understanding of the complex processes in human behaviour, including injecting 
drug use can begin to evolve. Synergy in Psychology must be one way forward.
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ABSTRACT
In the field of treatment for opiate addiction, the use of prescribed methadone as an 
alternative to illicit opiates is long established (Nysewander 1965). There are many 
assumed benefits to this practice. These include benefits to health, well being and social 
functioning. However, although many agencies freely prescribe methadone, few studies 
are able to demonstrate that the assumed benefits do in fact accrue.
For the Acorn Community Drug and Alcohol Team pressure on costs of service provision 
highlight the need to explore the effectiveness of methadone prescribing. The Opiate 
Treatment Index was used in interviews with clients of the prescribing service and the 
interviews repeated six months later. It was hypothesised that scores on the Opiate 
Treatment Index would fall over this period demonstrating improved functioning.
In fact little change of statistical significance was recorded although clients did improve
A
on two important measures, heroin use and HTV risk behaviour.
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CHAPTER 1: INTRODUCTION
1.1 RESPONSES TO THE DRUG PROBLEM
Problems arising from illicit drug use have been causing increasing concern since the 
1960's (Wilks, 1989). Societal reaction to the problem has been two-pronged. A penal 
response has been most marked in the United States (Robertson, 1987) In the U.K. a 
penal response is used in tandem with a more medical approach (Hellawell, 1995). 
Initially drug users were considered to be suffering from an illness which required 
medical treatment aimed at abstinence (Stimson and Oppenheimer, 1982). Over time it 
has become apparent that this approach was of little help to those drug users who could 
not or would not consider complete cessation of use (Marks, 1987). An alternative 
approach is to prescribe a legally acceptable oral alternative to the illicit drug used on a 
regular basis (Dole and Nyswander, 1965). Such prescribing has many advantages 
including: the purity and strength of the substance prescribed; the low cost of the 
prescription; reduced incidence of injecting and the opportunity for access to ancillary 
support services.
Many drug agencies now run clinics prescribing oral methadone in conjunction with a 
wide range of services aimed at alleviating the distress and concern arising from illicit 
drug use. Such policies are controversial. Ward et al. (1992) discuss the relevance of 
empirical evidence in the moral assertion that abstinence is the only acceptable treatment 
goal for opioid dependent people. The issue of apparent condoning and encouragement 
of drug use is considered by Marks (1987) and Brewer (1990) discusses anxieties about
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diversion of methadone onto the black market Strang (1987), whilst accepting the 
rationale for methadone prescribing insists that this intervention should be used as a 
means of facilitating change and eventual abstinence from drug use. In contrast. Brewer 
(1990) argues that for those for whom the act of injecting itself is addictive, oral 
prescribing is not sufficient.
1.2 HARM REDUCTION SERVICES
The underlying philosophy of these services is that of Harm Reduction. Single (1995) 
states that the essence of harm reduction is to ameliorate adverse consequence of drug 
use while drug use continues. Thus the service is concerned not only with harm directly 
impinging upon the individual drug user, but also with the adverse effects on for example, 
the user's family and friends and on the wider community (Newcombe, 1990).
Although some more enlightened clinics had a harm reduction policy before the 1980's 
(Berridge, 1990), it was the advent of AIDS which marked a major shift in public policy 
in the field of problem drug use (Advisory Council on the Misuse of Drugs (A.C.M.D.),
1988). The A.C.M.D. Reports (1988^ 1989) dictated the development of Drug Services 
for illicit users in the 1980's and 1990's. The A.C.M.D. Report (1989) described the goals 
of prescribing as:
1. to attract more drug users to services and keep them in contact, and
2. to facilitate change away from HIV risk practices.
The logic of the argument was that the provision of free drugs would attract those 
previously reluctant to engage with the service. The regular and reliable supply of those 
drugs would keep them engaged with the service. The aim is to reduce harm to the
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individual, e.g. HTV, criminal behaviour, unemployment; to the community, e.g. crime, 
risk of the spread of HTV, dysfunctional families, health care costs and to society, e.g. the 
judicial system, medical services etc. Thus prescribing clinics offer a holistic approach 
providing more than just a prescription once a fortnight (Ward et al., 1992).
1.3 METHADONE TREATMENT
A goal of prescribing clinics is to reduce injecting behaviour among street drug users as 
this is such a high HIV-risk activity (Ward et al., 1992). The majority of illicit drugs 
injected are opiate based, such as heroin, (Stimson and Oppenheimer, 1982). Methadone 
is prescribed as an oral alternative to street opiates. For the purposes of stabilisation 
methadone has several advantages over heroin. It is longer acting and therefore requires 
less frequent administration. Methadone binds to receptor sites for morphine and 
therefore blocks the withdrawal effects of coming off heroin (Palfai and Jankeiwicz, 
1991). There are also drawbacks to methadone. It is physically addictive. Because it is 
a longer acting drug it is harder to withdraw from methadone than it is from heroin 
(Preston, 1993). Some clients like the rush especially of injecting and cannot get this 
from oral methadone (Brewer, 1990). Methadone is usually supplied as a very sugary 
linctus and can cause many dental problems (Preston, 1993).
Thus a methadone prescribing clinic offers a 'clean' alternative to street opiates. The 
supply is free and reliable. The drawback is mostly in the difference in effect and 
experience of methadone as compared to heroin. The subjective effects of taking 
methadone vary from person to person (Preston, 1993). Some injecting drug users
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appear to be ‘addicted’ to the very act of injecting and do not find an oral substitute 
acceptable (Brewer, 1990).
1.4 ACORN COMMUNITY DRUG AND ALCOHOL TEAM
The Acorn Community Drug and Alcohol Team serves a population of 500,000. It is in an 
essentially affluent mixed urban and rural area with pockets of deprivation. The team is 
multidisciplinary. The philosophy of the team is harm reduction and this includes 
prescribing clinics. An open referral system is operated and clients are seen on an out­
patient basis. The service offers support to anyone experiencing difficulties arising as a 
result of their own or someone else’s problematic alcohol or drug use.
1.5 FOCUS OF THE STUDY
The focus of this study is the effectiveness of methadone prescribing for clients of the 
Acorn Community Drug and Alcohol Team. Effectiveness will be evaluated in terms of a 
number of specific areas of potential harm associated with illicit drug use. Change over 
time will be assessed for each of these areas. The clinical usefulness of the Opiate 
Treatment Index as a routine tool will also be considered.
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CHAPTER 2 ; LITERATURE REVIEW
The literature relating to Methadone treatment and harm reduction outcomes will be 
reviewed under the following headings:
♦ 2.1 Methadone Prescribing
♦ 2.2 Harm Reduction Variables as Outcome Measures
♦ 2.3 The Opiate Treatment Index
Use of Other Drugs in Opiate Using Clients 
HIV Risk Behaviour in Opiate Using Clients
i) Injecting Behaviour
ii) Unsafe Sexual Practices 
Social Functioning in Opiate Using Clients 
Criminal behaviour of Opiate Using Clients
Physical Health of Opiate Using Clients 
Psychological Adjustment of Opiate Using Clients
♦ 2.4 Summary and Hypotheses
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2.1 METHADONE PRESCRIBING
As discussed in the Introduction, the prescription of Methadone as an alternative to 
heroin is now common practice in Drug agencies (Ward et al., 1992). For some, (Strang,
1987) such prescribing is a means to abstinence as the desired end. Others (Ivlarks, 1987) 
consider that the reduction in harm experienced by clients in receipt of methadone is 
sufficient justification in itself for the practice even if users are not willing to move 
towards stopping drug use.
Methadone prescribing was established in the I960's following the pioneering work of 
Dole and Nyswander (1965). Since then the practice has been widely adopted and 
evaluated (Ball and Ross, 1991). However, there are many variations in programmes 
providing methadone maintenance (Ward et al., 1992). Not only are populations 
attending clinics different, the amounts prescribed, the degree of monitoring of drug use 
and the extent to which other services are available to clinic clients vary across services. 
Thus comparison between different evaluation studies is hindered. The impact of AIDS 
has also changed the emphasis of methadone programmes in recent years (A.C.M.D.,
1989). Despite many studies being single site studies and having limited follow up data. 
Ball and Ross (1991) conclude that outcome studies have established that methadone 
prescribing programmes are generally effective.
The issue of adequate methadone dose has particular relevance. A study by Newman and 
Whitehill, (1979) demonstrated that methadone per se retains clients in treatment. 
Caplehom and Bell (1991) demonstrated that this retention is enhanced by methadone 
doses of 80mg. McGlothin et al. (1981) also found that clients on low dose methadone
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were more likely to usejieroin, report drug dealing and property crime and to be arrested 
and incarcerated than clients on high dose programmes. Caplehom et al. (1993) explored 
the association between methadone dose and heroin use while in treatment. A 
relationship was demonstrated such that patients on 40mg of methadone (a low dose) 
were 2.2 times more likely to be using heroin than those maintained on 80 mg of 
methadone. Parrel et al. (1994; point out that the many studies on methadone prescribing 
come from the U.S. with little formal evaluation in the U.K. Four randomised controlled 
trials are discussed which demonstrate that on several measures (illicit use of opioids, 
involvement in crime, mortality) methadone prescribing was vastly superior to control " 
conditions. However, it is not yet clear which is the most important active ingredient of 
treatment, the provision, in a controlled manner, of a substitute opiate or the counselling 
and programme structures.
Ward et al. (1994) also review the effectiveness of methadone prescribing. They consider 
randomised controlled trials and observational studies and conclude that methadone 
prescribing is effective in reducing heroin use, crime, injection-related risk behaviours 
and premature mortality. They also find that methadone treatment is more effective 
when higher doses are employed.
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2.2 HARM REDUCTION VARIABLES AS OUTCOME MEASURES
Priorities regarding meaningfiil outcome measures obviously depend on the underlying 
philosophical and theoretical rationale of the service. Harm-reduction is such an 
all-embracing concept that considerable rigour is required in identifying target 
behaviours. In its broadest sense potential harm arising from illicit drug use could 
impinge on all aspects of society, on all aspects of the individual user’s life and across 
all time scales. Newcombe (1991) discusses the difficulty in measuring actual harm 
reduced. Indicators such as reduced demand on other health services or even reduction 
in offending behaviour require long term evaluation. So many other factors affect these 
indicators that it would be difficult to demonstrate a clear cause and effect. Newcombe 
therefore suggests that a more practical and inexpensive way of evaluating harm 
reduction interventions is to focus on risks rather than actual consequences. This makes 
the assumption that high-risk behaviour is indeed linked to actual harm. As an example, 
it is easier to ask injecting drug users if they are sharing injecting equipment (a risk 
behaviour) than to discover how many are HIV-positive (a harmful outcome). In an 
ideal world measurements of risk behaviour would be corroborated by actual outcome 
data. Many evaluation studies of methadone maintenance use this approach, a measure 
of risk behaviour is obtained (Heather, 1995). Heather discusses the ease of recording 
risk behaviour by interview or questionnaire. He states that this is an inexpensive and 
practical way of evaluating harm reduction interventions. However, this is at the 
expense of some loss of reliability and validity through the use of self-report measures. 
Studies use a wide variety of harm reduction areas as their criteria for outcome measures
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Single (1995). Some studies consider drug use and criminality (Bell et al., 1992), others 
explore psychological status (Swift et al., 1990) or mortality (Gronbladh et al., 1990). 
When such widely differing outcome measures are employed it is difficult to compare 
the effectiveness of different methadone treatment programmes (Darke et al, 1992; 
Simpson et al., 1982). Even if a common variable such as ‘Drug Use’ is used, the 
measures used may vary. A number of studies consider route of use (Selwyn et al., 
1987), others, quantity or frequency of use (Capelhorn et al, 1993) while others explore 
time to relapse as an outcome measure (Simpson et al., 1982). In order to evaluate 
methadone maintenance across a range of studies comparability of outcome measures is 
necessary along with standardised means of measuring these outcomes.
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2.3 THE OPIATE TREATMENT INDEX
It was to address the above problems in the evaluation of Methadone prescribing that 
Darke et al. (1992) developed the Opiate Treatment Index. The concern was to develop 
an instrument which would enhance comparability of research findings by identifying 
specific outcome variables with consistent means of measuring those variables.
The Opiate Treatment Index (Darke et al., 1992) was developed to satisfy a number of 
criteria. The first was that the instrument should be multi-dimensional. This 
acknowledges the broad range of behaviours which agencies are concerned to affect. 
Although the studies reported above use a wide range of variables, several are 
consistently used as outcome variables. These include Drug Use, Offending Behaviour 
and HTV risk behaviour. Secondly, the Opiate Treatment Index was designed to provide 
quantifiable data. Self report of recent behaviour of clients is systematically recorded. 
This greatly facilitates comparison over time and across studies.
In order to be of maximum utility the Opiate Treatment Index generates information 
which is of interest to both clinical and research staff. The scores it provides and its 
repeatability over time can be used to'monitor client progress at a clinical level. Its 
alleged objectivity and psychometric properties promise that it is also a valuable research 
tool. Ease of administration was a factor in the construction of the Opiate Treatment 
Index. This was particularly relevant to clinical settings. The instrument was to be brief 
and easy to administer. Its design is such that it can be administered by non-medical and 
medical staff. This is necessary because many drug services have a limited number of 
medical personnel.
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Finally, it is important that the instrument manifests a high degree of reliability and validity. 
The content and structure of the Opiate Treatment Index will be described in more detail 
in Chapter 3: Method.
Finch (1995) stresses the need for good evaluation. She comments that improvements 
with drug users who have difficult and often intractable problems may be marginal and 
take place over long periods. Since the Opiate Treatment Index produces quantifiable, 
detailed measures it is eminently suited to repeat administration over any period of time. 
Thus the use of the instrument at assessment could be supplemented by readministration at 
regular intervals. This would provide an ongoing record of change for the individual client 
and also facilitate consideration of effectiveness of interventions over extended time - such 
extended evaluation is particularly relevant to long term maintenance prescribing.
Thus the Opiate Treatment Index was developed in response to some of the criticisms of 
the multitude of methadone prescribing evaluation studies. Its repeatable measures are 
applied to 6 separate categories of potential harm arising from illicit drug use. The 
literature relating to each of these 6 categories will now be explored.
Drug Use In Opiate Using Clients
Methadone prescribing is specifically designed to reduce or hopefully eliminate the need to 
use other opiates, especially heroin. A relevant outcome measure would therefore be 
levels of heroin use during and after treatment. Many opiate users also use other drugs 
including alcohol. If an objective of the programme is to reduce or eliminate other drug 
use then it is also relevant to include measures of other drug use as an outcome variable.
83
Studies such as those by Strain t al (1993) explore drug use in clients receiving 
methadone maintenance. A consistent finding is that methadone maintenance treatment is 
superior to short-term detoxification or no treatment at all in reducing heroin use, (Bale et 
al, 1980; Simpson and Sells, 1982; Hubbard et al, 1989).
A study by Ball and Ross (1991) found that nearly 30% of their sample of 617 heroin 
users were regular users of other opiates. These clients also reported using an assortment 
of non-opiate drugs. Of these clients, 70% used marijuana and 50% used cocaine 
regularly. Regular use was defined as use of a drug at least three times a week for a year 
or longer. Tranquillisers such as Valium were used by 33% of clients, 23% used 
amphetamines and 23% used barbiturates. The least frequently used other drugs were 
hallucinogens regularly used by 15% and inhalants by only 5%. Regular use of alcohol to 
intoxication was reported by half of the clients. In this study, clients who remained in 
treatment for 0.5 to 4.5 years reported a markedly lower prevalence of drug abuse. 
Continued use of heroin was reported by 23% of clients. Other opiate use also declined 
to 8%. Other drug use was less affected and there was no significant decline in the use of 
marijuana. They conclude that there is a decrease in the abuse of both opiate and 
non-opiate drugs during methadone maintenance treatment. This decline is most 
apparent with respect to heroin but non opiate drug use also declined. However, the use 
of marijuana and alcohol consumption to intoxication continued at a high level.
The use of benzodiazepines by injecting drug users is a major cause for concern (Darke, 
1994). Ball and Ross (1991) found that 30% of methadone maintenance clients regularly 
report using benzodiazepines. Other studies found similar results. Stitzer et al (1981) 
reported that two thirds of clients receiving methadone maintenance were also using 
diazepam, a common benzodiazepine. Klee et al (1990) reported that 25% of a sample of
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injecting drug users were also using temazepam ( a preferred benzodiazepine) and over 
half of Donoghoe et al.’s (1992) sample of injecting drug users in London were using 
temazepam. Its use by injecting drug users has serious implications because of associated 
increase in HIV-risk behaviour (Klee et al (1990). Ralston and Taylor (1993) found 25% 
of their client group were using Temazepam in the month before initial contact with the 
project Of these, 34% were injecting the Temazepam.
These findings are consistently reported across a wide range of services in all parts of the 
world (Darke, 1994). They highlight the issue of the purpose of methadone prescribing.
If the aim is to reduce the use of heroin, intervention strategies have been demonstrated to 
influence this. If the aim is to reduce all drug use, additional priority may have to be 
given to addressing this more comprehensive goal. No studies were available which 
explored the reasons for 'other' drug use. Even if methadone is flexibly prescribed and 
tailored to individual need it is clearly not adequate to eliminate all other drug use. 
Attempts to establish a client's recent drug use are always fraught with difficulty. When 
asked to estimate recent "average" drug use, clients have been found to grossly 
under-report consumption (Gregson and Stacey, 1980). The Opiate Treatment Index 
Section Drug Use' provides a thorough assessment of drugs used in addition to those 
which have been prescribed using the "recent use episodes" method. This technique 
enquires into the actual usage of a specific drug over the past month and the intervals 
between the days of drug use (Darke et al, 1994). This is a quantifiable and repeatable 
measure which can give a pattern of change of use over time.
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Hiv-Rîsk Behaviour In Opiate Using Clients
The advent of AIDS was a major force in the change in service provision from 
abstinence-based services to those concerned with harm reduction (Berridge, 1994). The 
cause for concern was the realisation that injecting drug users are a potential source for 
the transmission of HIV either through sharing injecting equipment and/or through unsafe 
sexual practices (A.C.M.D., 1988). Many street drug users inject their drugs and it these 
at whom harm reduction services are particularly aimed. Methadone prescribing is 
considered to be a major strategy in the fight against the spread of AIDS (A.C.M.D.
1989). Information and education about high-risk behaviour combined with the offer of 
an oral substitute to injected drugs is hoped to reduce the incidence of sharing injecting 
equipment and unsafe sex. It is clear that injecting drug use and sexual behaviour are two 
areas of potential high-risk behaviour with respect to HTV (A.C.M.D., 1989). Change in 
high-risk behaviour is therefore a target outcome for methadone prescribing and these 
areas are included as part of the Opiate Treatment Index
The literature relating to these two aspects of risk behaviour is examined separately.
i) Injecting Behaviour 
Studies have shown that clients receiving methadone treatment manifest reduced rates of 
HTV infection and injecting-related risk behaviours (Marmor et al, 1987) and less sharing 
of injecting equipment (Longshore et al, 1993), compared with non treatment controls.
In a study by Ball and Ross (1991) 81% of clients were injecting drugs at the time of 
admission to treatment. After 4 years of methadone maintenance only 29% of clients 
were still injecting. Nearly 20% of the patients gave up their intravenous drug use at the
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time of admission, i.e. within I month before or after admission. This demonstrates that 
methadone maintenance treatment can reduce intravenous drug use rapidly among some 
heroin addicts. Another 20% of clients ceased intravenous drug use during the course of 
their treatment. Intravenous use itself is not necessarily a high risk behaviour for HIV. It 
is the sharing of equipment which spreads the virus. Ball and Ross found that 36% of 
intravenous drug users had shared needles during their last period of intravenous drug 
use. Of these 9% continued to share needles throughout treatment.
Klee et al. (1991) demonstrated that sustained methadone treatment is associated with a 
decline in sharing among older and long-term users. She suggests that this lower risk 
reflects a group already pre-disposed to share less. Klee also suggests that this 
predisposition is enhanced by treatment received but treatment alone is unlikely to cause 
major behaviour change.
Wodak et al. (1995) looking at HIV risk in injecting drug users found that one sixth were 
at low risk of HTV from sharing needles or unsafe sexual transmission. Just over half 
were at risk from unsafe injecting or sexual behaviour and one third at risk from both. 
Women were more at risk of sharing injecting equipment than men. Increased age was 
related to safer sex but showed no effect on sharing and injecting practices.
ii) Unsafe Sexual Practices 
The Advisory Council on the Misuse of Drugs (A.C.M.D.) Report (1993) states that drug 
users are an important target group for promoting sexual change. They are predominantly 
young and therefore more likely to have a number of sexual partners; injectors are at risk 
of acquiring HTV by another route; a sizeable proportion of male drug injectors have 
non-drug using female partners and a significant number of drug users occasionally work
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as prostitutes. One of the recommendations of this influential report is that the 
promotion of safer sex should be given far greater prominence in work with drug users.
It is not uncommon for female, and to a lesser extent male, injecting drug users to support 
their drug use by prostitution (van den Hoek et al, 1989). Engaging in prostitution is a 
potential HIV risk behaviour of injecting drug users, not only for themselves but for their 
customers if they engage in unsafe sexual practices. One sexual practice that has 
consistently been shown to be a high risk activity in relation to the spread of HIV is 
penetrative anal sex (Turner et al., 1989). These issues of sexual activity are addressed in 
the Opiate Treatment Index in order to establish a comprehensive assessment of HIV risk 
behaviour.
Research in Australia has found reduction in injecting-related HTV risk behaviour but 
little change in sexual HIV-risk behaviour among injecting drug users (Hawks and 
Lenton, 1995, Darke t al, 1990).
Two sub-scores are obtained in this section; a Drug Use Sub-score and a Sexual 
Behaviour Sub-score. The combined score relates to HTV risk behaviour. The higher 
these scores, the greater the risk of the client contracting and passing on HIV.
Social Functioning O f Opiate Using Clients
The social context of the drug users life is important from two aspects. From the 
community point of view, poor social functioning can place a heavy burden on support 
services. A drug user who is unemployed, has no accommodation and no family or 
friends for support may have to rely on agencies to fill the gaps. For the drug user
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him/herself, the chaotic and stressful lifestyle usually associated with street drug use is 
often a downward spiral. Being unable to contribute to society and coping alone can lead 
to low self esteem and a sense of failure.
Strang et al. (1990) describe the status of 26 opiate addicts who had been receiving 
maintenance methadone. 20 of the 26 were in stable heterosexual relationships in 13 of 
which the partner was also using opiates. Regarding employment, half had regular 
employment, one quarter had irregular employment and the remaining quarter were 
unemployed. No research was available which used Social functioning as an outcome 
measure in evaluation of methadone prescribing. However, all of the Harm Reduction 
measures used to evaluate methadone prescribing effectiveness influence and are 
influenced by Social Functioning. The Opiate Treatment Index includes a scale 
addressing Social Functioning. Indicators of social integration such as employment, 
residential stability and interpersonal conflict are included. The scale also explores social 
support including involvement in a drug-subculture.
Criminal Behaviour O f Opiate Using Clients
A relationship between heroin use and criminal behaviour is well established (Inciardi, 
1979; McGlothlin et al, 1978). The most common types of criminal behaviour injecting 
drug users have been found to engage in are drug dealing, property crime and fraud 
(Dobinson and Ward, 1985). This acquisitive crime becomes a necessary way of life in 
order to fund the regular use of street drugs - a very expensive commodity (Tyler, 1995). 
Since the goal of methadone maintenance is harm reduction for the individual and the 
community, a reduction in crime is a valued target outcome.
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Ward et al (1994) reviewed randomised control trials of methadone maintenance 
treatment. These studies consistently found a reduction in crime as a result of entry into 
methadone treatment. Ball and Ross (1991) in their sample of 491 patients enrolled in a 
methadone maintenance programme for 6 months or longer found that there was a 
marked reduction in offending behaviour. Crime was found to decrease by length of 
outpatient treatment - those patients in long-term treatment had substantially lower crime 
rates. Reductions were less in organised crime than in more independent offending 
behaviour. In total a reduction of almost 80% in the amount of crime committed by 
addicts was recorded after they were stabilised on methadone maintenance.
Although the reduction in crime is substantial it is by no means complete. Lower crime 
rates related to length of stay in treatment may be suggestive of one way in which 
agencies can impact on this residual offending behaviour.
Kang and De Leon (1993) studied clients enrolled on a methadone maintenance 
programme who were also using cocaine. They found no significant difference in the 
criminal activity of cocaine users and non-cocaine users on the programme. Once again 
the finding was that those retained longer in treatment are significantly less likely to 
engage in criminal activities. This robust finding is also reported by Bell et al. (1992) 
who noted a progressive reduction in the rate of convictions associated with remaining in 
treatment. They state that retention in treatment rather than entry into treatment is the 
key to reducing the criminal involvement of addicts.
The Opiate Treatment Index includes questions to establish the extent^of criminal activity 
in which the client is currently involved.
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Physical Health Of Opiate Using Clients
Many clients at methadone prescribing clinics have serious physical health problems, 
(Webster et al, 1977) Some of these are related to the impoverished nature of their 
lifestyle (Tyler, 1995). Ostor (1977) has shown that injecting drug use has been 
associated with liver disease, renal disease, pulmonary disease, sexually transmitted 
diseases and cardiovascular disease as well as infections associated with the use of 
contaminated apparatus such as hepatitis. This study pre-dates concerns about HIV. The 
particular risk of spread of infections such as HIV, Hepatitis B and C is a major cause for 
.concern (A.C.M.D., 1993). Minor health problems are often overlooked by recipients of 
methadone due to its analgesic effect (Preston, 1993). Clients' health may deteriorate 
without their noticing pain which would normally alert an individual to take action.
From the point of view of the individual drug user any improvement in health status 
would be a desirable outcome. For the community at large, there are two potential 
areas of benefit:
1. reduction in the potential spread of infectious diseases, in particular HIV,
and Hepatitis B and C;
2. reduction in the drain on health resources as the drug user's medical condition
deteriorates over long periods of continued street drug use.
McLellan et al. (1983) have shown that opiate treatment results in general physical health 
improvements. Poser et al. (1995) discuss the ultimate health benefit of methadone 
maintenance. They found that injecting heroin users had a mortality 69 times that of the 
normal population. This dropped when they were in treatment, only 3 clients dying, two 
of AIDS and one of myocardial infarction. They comment that this is similar to a 
Swedish study which noted a mortality 63 x normal in untreated heroin users which
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dropped to 8 times normal during methadone treatment. In both studies the mortality rate 
returned to very high levels for those patients who were involuntarily discharged from 
maintenance treatment.
It is clear that the health of many opiate users is poor and their mortality rate high. 
However few studies were available which addressed these issues. Darke et al. ( 1991 ) 
developed a Health Scale specifically for working with this client group. This is included 
in the Opiate Treatment Index.
Psychological Adjustment O f Opiate Using Clients
There is evidence in the literature of a relationship between the use of opiates and 
psychopathology (Regier et al, 1990). However, much of this research is based in the 
United States and the extent to which it is true for other countries has yet to be 
established (Ward et al, 1992). Rounsaville et al. (1982) in a study of opiate addicts 
found that 70.3% of the sample had a current psychiatric disorder. (This compares with 
17.8% of a commumty sample having a current psychiatric disorder). The main disorders 
were depression, chronic minor mood disorders, alcoholism, antisocial personality, 
phobic disorder and generalised anxiety disorder. Of this sample 13.7% were in current 
alcoholic episodes. Mama and Schizophrenia were diagnosed no more frequently than in 
the general population.
Khantzian and Treece (1985) used DSM-HI to describe psychiatric/psychological 
aspects of narcotic dependence. Subjects included those in methadone maintenance 
treatment, residential treatment and some not in treatment. They found a very high rate, 
93% of diagnosable psychiatric disorder. Depression was the most common, being
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reported by just under half of the subjects at the time of interview. The incidence of 
psychotic disorders was low. They state that almost the entire range of personality 
disorders is represented in their sample. A high proportion of these is diagnosed as 
antisocial. They also comment on the common co-occurrence of depression and 
personality disorder.
Ross et al. (1988) conducted a Canadian study of 501 patients to determine the 
prevalence of lifetime and current psychiatric disorders in patients seeking treatment for 
alcohol and/or other drug problems. They found 76% of patients had an additional 
psychiatric disorder: 43% had affective disorders; 42% antisocial personality; 28% 
phobias; 41% generalised anxiety. They calculated that the odds of having a current 
psychiatric disorder are highest for patients who qualify for a current diagnosis of 
barbiturte/sedativehypnotic (includes opiates) abuse.
Corty et al (1988) explored psychological symptoms among 567 patients on methadone 
maintenance programmes. At first interview 35.4% had one or more of the seven 
symptoms in the past 30 days - anxiety - 22.9%, depression 16.6% and concentration 
difficulties 16.6% were the most common. Interestingly this study found that over time 
there was no relation between the amount of time a subject had been in treatment and 
present psychiatric severity. Methadone maintenance programmes did not influence the 
psychiatric status of these patients.
The prevalence of minor psychopathology among opioid users presenting for treatment 
was investigated by Swift et al. (1990). Using the General Health Questionnaire 
(GHQ-28) 61% of the sample qualified as probable 'cases' indicating some degree of 
psychological and/or social dysfunction.
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McLellan et al. (1982) discusses whether we should expect outpatient treatment to 
influence psychological impairment, especially with fewer than 6% of subjects reporting 
receiving psychotherapy from their methadone maintenance programmes.
It is clear from the above that opioid users experience a disproportionately high level of 
psychopathology or at least psychological dysfunction. Change in psychological 
adjustment is an outcome which is measured as part of the Opiate Treatment Index. The 
General Health Questionnaire - 28 (Goldberg and Hillier, 1979) is administered as part of 
the Opiate Treatment Index.
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2.4 SUMMARY AND HYPOTHESES
The literature shows that methadone treatment often has positive outcomes in particular 
relating to reduced heroin use and criminality (Ward et al, 1994). However, there are 
many anomalies in the findings. These are typified by Ball and Ross's (1991) study over 
6 different services. Although the overall outcomes were positive, there were wide 
variations between different services.
The Opiate Treatment Index was only recently developed. Darke et al. (1992) completed 
reliability and validity studies on 290 opioid users in Australia. Whilst most of the scales 
are satisfactory, there is doubt about the usefulness of the Social Functioning scale. The 
Internal reliability of the Criminality scale is so low that it may be more meaningful to 
consider the individual components of this scale separately. In order to clarify the 
reliability issue, internal reliability will be checked for the responses in this study. This 
scale is at the early stages of development. No other studies were available which used 
the Opiate Treatment Index as an outcome measure. This study will therefore provide 
additional data based on a British sample, by which to assess the reliability and 
usefulness of this attractive addition to the battery of outcome measures which are 
available in the field of drug misuse.
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HYPOTHESES
The Opiate Treatment Index facilitates the monitoring of six discrete outcomes over time. 
A hypothesis is generated for each of these outcomes.
HYPOTHESIS 1
That there will be a reduction in Other Drug Use in clients of the prescribing 
clinic as manifest in the Other Drug Use Subscale of the Opiate Treatment Index. 
HYPOTHESIS 2
That there will be a reduction in HTV-Risk behaviour in clients of the prescribing 
clinic as manifest in the HTV-Risk Behaviour Scale of the Opiate Treatment Index. 
HYPOTHESIS 3
That there will be an improvement in Social Functioning of clients of the 
prescribing clinic as manifest in the Social Functioning Sub-scale of the Opiate 
Treatment Index.
HYPOTHESIS 4
That there will be a reduction in the Offending Behaviour of clients of the 
prescribing clinic as manifest in the Criminality Sub-scale of the Opiate Treatment Index. 
HYPOTHESIS 5
That there will be an improvement in the Physical Health of clients of the 
prescribing clinic as manifest in the Physical Health Sub-scale of the Opiate Treatment 
Index.
HYPOTHESIS 6
That there will be an improvement in the Psychological Adjustment of clients of 
the prescribing clinic as mamfest in the General Health Questionnaire Sub-scale o f the 
Opiate Treatment Index
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CHAPTER 3: METHOD
3.1 DESIGN
A Repeated Measures, Within Subjects design was used for this study. A structured 
interview. The Opiate Treatment Index, was administered face to face with clients from 
the service. The initial interviews were repeated after an interval of six months. The data 
were analysed to explore behaviour change over the six month period.
3.2 CONTEXT
Acom Community Drug And Alcohol Team
The Acom Commumty Drug and Alcohol Team serves a population of approximately 
500,000. The team is multidisciplinary and operates from two sites. A wide range of 
services is available including individual counselling, needle exchange, prescribing and 
outreach work. The underlying philosophy of all work at the service is one of Harm 
Reduction.
An important component of the harm reduction service is the prescription of methadone 
as an alternative to illicit opiate use. At each site two prescribing clinics are held each
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week. A minimum of two staff are present in the clinic. One of these will be the 
prescribing doctor, a Clinical Assistant or a G.P., the other a member of the team, usually 
a Community Psychiatric Nurse or Clinical Nurse Specialist. The clinics are run on an 
appointment system, clients usually being seen once a fortnight. Methadone is prescribed 
in negotiation with the individual client and in accordance with the Team's Prescribing 
Policy (Appendix 1). The client is encouraged to discuss any issues which may be of 
concern. Obviously this often concerns adjustment of dose but fi-equently other health, 
legal or personal issues are raised. The client is always encouraged to access other 
aspects of Acorn's services if  this is appropriate.
3.3 PARTICIPANTS
Clients involved in this study were volunteers. All clients of the prescribing clinics were 
approached and asked if they were interested in taking part in the study. Each client was 
given an Information Sheet about the Project (Appendix 2) and this was also displayed on 
clinic Notice Boards. Although a very high proportion enthusiastically agreed to take 
part, when it came to the planned appointment, not all of these were willing give up the 
time required for the interview.
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3.4 PROCEDURE
Pilot Study
Five clients took part in a Pilot study in order to determine the usefulness of the Opiate 
Treatment Index for this evaluation study. The interview schedule was found to be easy to 
administer, acceptable to both the interviewer and clients. Scoring was straightforward 
and no particular problems were identified. It was therefore decided that the Opiate 
Treatment Index was an appropriate instrument for this study.
The Interviews
The Opiate Treatment Index takes the form of a structured interview which takes 
approximately 30 minutes to administer. It was made clear from the original approach 
that the interview would be carried out by the author as an independent researcher who 
had no connection vrith the clinic. This was absolutely essential to the success of the 
evaluation. Key areas of Harm Reduction which should be affected by Methadone 
Maintenance include: use of street heroin; use of other drugs and, in particular, injecting 
of drugs. Clients are well aware that this is part of the agenda of methadone prescribing. 
They could therefore feel that they should deny use of heroin or other drugs in order to 
keep their entitlement to methadone. Similarly admitting to injecting drugs implies that 
methadone prescribing is 'not working'. Clients had to be convinced of the absolute 
confidentiality of disclosures in the interview and to believe that there was no feedback 
from the interview to the clinic staff. Without this the data would be meaningless as it
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would be tainted by what the client believed the clinic staff wanted to hear rather than 
what their behaviour is in reality.
The interviews were earned out in counselling rooms with an assurance of privacy and 
freedom from interruption. Clients were interviewed to establish base-line measures and 
the interviews repeated 6 months later to monitor change over time.
Practical Difficulties
Many clients volunteered to be interviewed and expressed interest in the project. 
However, in practice difficulties were experienced in turning a willingness to be 
interviewed into completed interviews. At no time was there any overt resistance to the 
interview. Rather clients’ reluctance to stay and be interviewed seemed to reflect the 
chaotic nature of their life-style, travel arrangements etc. Many of the clinic clients 
travel together. Appointments which are evenly spaced at 15 minute intervals are 
therefore telescoped as 4 or 5 people all arrive at once and want to be seen immediately. 
On arrival at the clinic very often the only priority for the client is getting his/her 
prescription. The need is to get in and see the doctor - taking 20 or 30 minutes out prior 
to seeing the doctor in order to complete an interview is just not possible for them. 
Similarly, once they have got their prescription it becomes urgent to get to the Pharmacy 
before they close in order to ensure their supply of methadone.
Many clients also had great difficulty remembering the extra appointment which had 
been made for the interview. The routine of attending the clinic is of crucial importance 
to them. The additional appointment was usually forgotten by the time they were next in 
the clinic.
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Finally, a few clients, because of the effects of drugs they are using are disoriented with 
respect to time. They may turn up four hours early for an appointment at the clinic or 
several hours late. In either case they can be distressed and not amenable to sitting down 
and conducting an in-depth interview.
Thus despite enthusiasm and good will on the part of the clients approached about this 
study, it was difficult and extremely time consuming to actually collect the data. Many 
hours were spent in clinic waiting rooms to be greeted with promises of 'next time’.
In the event, initial interviews using the Opiate Treatment Index were completed in 
confidence with a total of 31 clients from the Prescribing Clinics. Follow-up interviews 
were completed after a six month interval with the same clients.
Data Collection.
The completed questionnaires were stored in a locked filing cabinet in a building fitted 
with security measures. This would have been routinely done but was also at the 
insistence of one of the Ethical Comnuttees involved in this study. Each client was 
allocated a code by which the questionnaires were identified. The codes were stored 
independently of the questionnaires. All data was processed using SPSS for Windows.
A second Ethical Committee queried the appropriateness of the Criminal Behaviour 
Subsection. Approval for this study was required fi*om three Ethical Committees. It was 
finally granted by all three Committees.
All data obtained using the Opiate Treatment Index was analysed using SPSS for 
Windows.
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3.5 MEASURES - THE OPIATE TREATMENT INDEX
The present study utilises the Opiate Treatment Index and as this measure is fundamental 
to the focus of the work a detailed account of the index is given below.
The Opiate Treatment Index (Appendix 3 ) was developed by Darke et al. (1991) in 
order to facilitate the evaluation of methadone maintenance. It is multi-dimensional in 
order to include the many potential areas of change which are targeted by harm reduction 
policies. It also utilises objective measures of behaviour facilitating measurement of 
change over time and cross-study comparison.
The Opiate Treatment Index consists of six outcome domains. These reflect the key 
areas of potential harm reduction for clients on a Methadone Maintenance programme. 
The six domains are:
■ Drug Use
■ HIV Risk-taking Behaviour
■ Social Functioning
■ Criminality
■ Health Status
■ Psychological Adjustment
All scales with the exception of Social Functioning concern the client's behaviour over 
the past month. The Social Functioning scale concerns behaviour over the past six 
months.
For all scales the higher the obtained score, the greater the degree of dysfunction.
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Section 1: Demosraphics/Treatment History
This section records the client's age, sex and opiate treatment history. This includes not 
only the length of time in the current treatment programme but also previous opiate 
treatment.
Section 2: Pru2 Use
It is difficult to estimate drug use because, with the exception of alcohol, quantities are 
not standardised. Not only is there no standard amount of a particular street drug, there is 
also no guarantee of purity or strength. In the Opiate Treatment Index this potential 
problem is overcome by focusing on the number of episodes of use of a particular drug 
rather than the quantity. For example, the number of injections of heroin.
For each drug class the client is asked when their three most recent days of drug use 
occurred and how much they used on the last two occasions. The intervals between days 
of drug use are taken as an estimate of frequency of use, and the number of use episodes 
on the last two occasions is taken as an estimate of quantity consumed. A single score for 
use of that drug is then easily calculated. Data are obtained on the client's recent use of 
eleven drug categories: heroin, other opiates, alcohol, cannabis, amphetamines, cocaine, 
tranquillizers, barbiturates, hallucinogens, inhalants and tobacco in the past month. A 
score is thus derived for each of these drugs. In summarising drug use, the score for use 
of heroin is separated out and a frequency count included relating to the number of other 
drugs also used. This number includes the use of alcohol and tobacco. Although not
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illicit and so not plagued by problems of contamination etc. these two drugs have been 
demonstrated to be manifestly damaging to health. Alcohol use is also frequently related 
to offending behaviour, poor social functioning and poor psychological adjustment.
Hiv Risk-Takin2 Behaviour
This Section is sub-divided into: a) Injecting and b) Sexual Practices. Questions relate to 
behaviour over the past month.
Injecting
The client is asked how frequently he/she has injected in the past month. If they have not 
injected at all, no further questions are asked within this section. However, if they have, 
a further 6 questions enquire about the extent of needle sharing (a route of HIV 
transmission), and equipment cleaning practices. A sub-total is obtained for this section.
Sexual Behaviour
The client is asked how many partners they have had sex with in the past month. No 
further questions are asked from this section if  the response is None'. Otherwise three 
questions about condom use are asked and one about anal sex. This section gives rise to 
a sub-total.
Two sub-scores are thus obtained in this section: a Drug Use Sub-score and a Sexual 
Behaviour Sub-score. The combined score relates to HIV risk behaviour. The higher 
these scores, the greater the risk of the client contracting and passing on HIV.
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Social Functioning
The Social Functioning Scale asks twelve questions about these aspects of social 
functioning. Employment, accommodation, conflict with relatives and friends are 
addressed. The issues of social stability and perceived support are also addressed. A 
Social Functioning score is obtained by adding up the individual scores for each area.
Criminality
The Criminality Section is divided into 4 crime areas: property crime, dealing, fraud and 
crimes involving violence. Examples are given to the client of the type of crime 
applicable to each category. For each of the four areas the client is asked to estimate how 
often they have committed the type of crime in question in the last month. The specific 
type/types of crime committed in that area are then recorded. A score is obtained for 
each of the 4 areas and these are combined to give a Criminality Score.
Interestingly this section of the Opiate Treatment Index caused considerable concern with 
one of the Ethical Committees concerned with this study. They had to be persuaded that 
the interviewer was not legally bound to disclose any illegal activity which was reported. 
The committee even had difficulty with the fact that on a day to day basis the service is 
always dealing with 'criminal behaviour' in that by definition heroin users are breaking 
the law. Eventually this particular Ethical Committee agreed to the inclusion of this 
Section of the Opiate Treatment Index on condition that the Section enquiring about
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Crimes of Violence was omitted. This was agreed. The interviewer did not therefore ask 
any of the questions from this sub-section of the Criminality Section.
Health
The Health Scale consists of a symptom check-list designed to give an indication of the 
client/s current state of health, especially in relation to those areas within which injecting 
drug users usually develop problems. All of the listed symptoms experienced over the 
past month are recorded. Symptoms are grouped into each of the major organ systems 
and a section on injecting-related health problems. The sub-groups are; General Health - 
14 symptoms; Injection-related problems - 5 symptoms; Cardio-Respiratory - 9 
symptoms; Genito-Urinary - 4 symptoms; Gynaecological - 2 symptoms; 
Musculo-Skeletal - 3 symptoms; Neurological -10 symptoms and Gastro-Intestinal - 
5 symptoms. A sub-score is obtained for each system and these me combined to produce 
a total Health Score.
Psvcholosical Adjustment
The last section of the Opiate Treatment Index comprises the General Health 
Questionnaire - 28 (GHQ), Goldberg and Hillier (1979). The GHQ is a widely used 
screening instrument for non-psychotic psychopathology. It provides a global score and 
also breaks down into four sub-scales: Somatic Symptoms; Anxiety; Social Dysfunction 
and Depression.
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The Opiate Treatment Index is easily scored. Summary scores are entered on the final 
page of the instrument in tabulated form. This facilitates ready comparison between 
initial and follow-up scores.
Darke et al. (1992) discuss the development of the Opiate Treatment Index. Tests for 
reliability and validity were conducted on 290 opioid users. Of these 230 were currently 
enrolled in a treatment programme and 60 were not currently enrolled in treatment and 
had been recruited from needle exchanges.
The following were established:
1) Reliability:
Test/re-test /  inter-rater reliability.
Test/re-test reliability was high on all scales. The lowest correlation coefficient related to 
the Psychiatric Status (GHQ) and was 0.78.
Internal Reliability:
Internal Reliability for the subscales was less satisfactory. It is very low for the Social 
Functioning Scale at 0.58 and unacceptably low for the Criminality Scale at 0.38. The 
Internal Reliability of responses obtained in this study was also calculated. These are 
shown, with those of Darke et al (1992) in Chapter 4 - Results.
2) Validity
With the exception of the Criminality Scale, the Opiate Treatment Index correlated 
significantly with the Addiction Severity Index. Collateral validation reports of regular 
sexual partners showed high levels of agreement with self-reported behaviour of
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participants. There were also significant correlations between medical reports and the 
Health scale, and urinalysis results and drug sub-scales.
Thus the Opiate Treatment Index has good validity and reliability properties with the 
major exceptions of the Internal Reliability of the Social Functioning and Criminality 
Scales.
In order to facilitate the use of the Opiate Treatment Index as a clinical instrument, Darke 
et al. (1992) stratified scores obtained form the subjects tested on the Opiate Treatment 
Index. The scores were divided into quintiles. Thus clients may be classified for clinical 
purposes on the basis of their scores as High (5); Above Average (4) or Average (3), 
Below Average (2) and Low (1) for each of the OTI outcome domains. This enables the 
degree of dysfimction to be clinically classified. These classifications are therefore in 
relation to other Opiate using clients. Table 1 shows the Clinical categories for OTI 
scale scores.
Table 1
Clinical Categories for OTI Scale Scores
Category HRBS SOCIAL CRIME HEALTH GHQ
High 15-55 27-48 4-16 19-52 17-28
Above ave. 9-14 23-26 3 14-18 10-16
Average 7-8 19-22 2 10-13 5-9
Below ave. 2-6 15-18 1 6-9 2-4
Low 0-1 0-14 0 0-5 0-1
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CHAPTER 4: RESULTS
The results of this investigation will be presented under 4 separate headings:
4.1. Background of the Sample
Including basic demographics and treatment history.
4.2. OTI Categories
Including an account of the frequencies of respondents filling the OTI categries 
at initial interview.
4.3. OTI Scale Scores
Including a description of OTI subscale scores at initial interview, and 
estimates of reliability.
4.4. Change
Including statistical tests of significance of change between initial and follow 
up interviews. This section also includes an exploratory multivariate procedure 
in order to explore overall change in the OTI profiles.
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4.1. BACKGROTJND DETAH S
Demographics
A total of 31 clients completed the initial interviews and of these 6 (19.35%) were female.
This is a reasonable approximation to the proportion of female clients in the target population. 
The median age for the sample was 30 years, the youngest was 17 and the oldest was 48. This 
sample is slightly mature relative to the population of drug users, but this reflects the fact that 
clients of the drug service tend to be reasonably well established in their drug using careers.
This is further borne out by the fact that 17 (54.84%) of the respondents had been in previous 
drug dependency treatment. This included methadone treatment, rehabilitation centres and 
detoxification. Clearly, such treatment is not always successful in stabilising clients in the 
long term. Detoxification and rehabilitation are time limited interventions intended to break 
the dependence on drug use. For those clients now attending a prescribing clinic, these inter­
ventions have not achieved that goal.
Only 3 (10%) of the clients were new to the prescribing service. Just over half had been in 
been in the programme for more than one year and almost 25% had been in the programme 
for 3 years. Retention in treatment is à major goal of methadone prescribing. One of the clin­
ics involved had only been running for two years and so the long record of attendance mani­
fested by so many of the respondents suggests that, in this respect, the methadone prescribing 
programme has benefits.
In summary, the sample is relatively mature, largely male, and comprises clients who have 
been in treatment prior to this programme. This demographic profile is fully in keeping with 
expectations and generalises readily to the population of prescribing clinic patients.
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4.2. OTT CATEGORIES AT TNTTIAL INTERVIEW 
Drug Taking Behaviour
In table 1, the drug taking behaviours of the sample at initial interview is summarised. More 
detailed breakdown of these data are provided in the appendix.
Table 1
Frequency of Drug Taking behaviours
Substance N %
Heroin 12 40
Other Drugs 30 97
Other Opiate 5 15
Cannabis 20 65
Cocaine 2 6
Amphetamine 11 35
Tranquilliser 14 45
Tobacco 28 90
Hallucinogens 3 10
Inhalant 0 0
Barbiturate 0 0
Over half of the respondents were still using heroin or injectable opiates at the time of the ini­
tial interview. However, further investigation revealed that one third of these were receiving 
injectable prescriptions. These respondents were not therefore dependent upon the black mar­
ket for their injectable drugs.
All but one respondent were using other drugs excluding heroin at the time of the initial inter­
view. This included the use of alcohol and tobacco and so was not confined to the use o f il­
licit drugs. The majority of respondent were using three other drugs.
I l l
Only 15% of respondents were using opiates other than those prescribed. The majority were 
not using any other opiates on top of their prescription. Of those using other opiates, only one 
was using them on a daily basis.
Cannabis is widely used as shown by the fact that two thirds of respondents regularly used 
cannabis. Two thirds of those using cannabis use it on a daily basis. However, cocaine use at 
initial interview was very low, only two respondents reported using cocaine while, one 
third of respondents reported using amphetamines at the time of initial interview.
Although many were using amphetamines, all respondents were using amphetamines on a 
very occasional basis. No respondent was using amphetamines daily.
Hallucinogenic use was low, less than 10% of respondents had recently used hallucinogenics 
at the initial interview. It is worth noting, in addition that none of the respondents were using 
inhalants or barbiturates at the time of the initial interview.
Almost half of all respondents were using tranquillisers at initial interview, many of these 
were prescribed. Tranquilliser use was high, not only in terms of the numbers used but also in 
frequency. The use of tranquillisers was regular and routine for many respondents.
As might be expected, tobacco was the most commonly used other drug with 90% of respon­
dents using tobacco and over half were smoking more than 15 cigarettes per day.
This group therefore makes considerable use of other drugs, in particular depressants includ­
ing alcohol. Many of these depressants are prescribed. Tobacco and cannabis use is very 
common. There is little evidence o f ’recreational’ drug use such as Ecstasy or LSD.
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Alcohol Use At Initial Interview
The OTI also asks about alcohol use. Results of this measure are summarised by classifying 
respondents according to risk categories derived from Government recommended weekly 
intake of units of alcohol. These results, broken down by sex of respondent are reported in 
table 2.
Table 2
Alcohol Risk Categories At Initial Interview
Risk Category Men (%) Women (%)
No Risk 28 50
Low Risk 12 17
Increasing Harm 24 17
High Risk 32 17
Alcohol use was low, one third of clients had not used alcohol in the month prior to the initial 
interview. Alcohol use by women was safer and less frequent than that by men. Half of all 
women respondents were not drinking any alcohol.
HIV Risk Behaviours
The o n  includes a scale of HIV risk. 'The behaviours that constitute this risk are summarised 
in table 3. As can be seen, the majority of respondents were injecting drugs in the month 
prior to the initial interview. However, half of these were receiving prescriptions for 
injectable drugs. This would explain the high numbers injecting on a daily basis.
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Table 3
Frequency of HIV Risk Behaviours
Behaviour N %
Injecting 20 65
Needle Sharing 1 5
Reuse of Needles 6 30
Cleaning with Bleach 0 0
Condom Use (Never)
Regular Partner 16 50
Casual Partner 5 16
^Paid for Sex 3 9
The sharing of needles is the key factor in the risk of transmission of HIV and Hepatitis B and 
C among injecting drug users. Of all the injecting drug users in this sample, only one had - 
shared a needle in the month prior to the initial interview and that was allowing someone else 
to use a needle after the respondent. All others were adamant that they would never consider 
sharing their needles.
More than two thirds of respondents using needles did not re-use needles. Of those who did 
re-use, almost all rarely cleaned the needles before re-use. Of those respondents who were re­
using needles, none was using bleach to clean needles prior to re-use.
Over one third of respondents were not demonstrating HIV risk behaviour through injecting 
practices as indicated by the score on this section of the Opiate Treatment Index. Of the 
remainder, scores up to 5 may reflect high frequency of use, i.e. up to 3 times per day. This in 
itself is not indicative of high HTV risk.
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Failure to use condoms in high risk situations was evident. Of the few clients who were paid 
for sex, none used condoms. Similarly, of those who had had sex with causal partners, one 
used a condom every time, one rarely and the remainder never. Condom use was also 
infrequent during sex with a regular partner but it is possible that this is less of a high risk 
activity.
At the time of initial interview no respondents had engaged in anal intercourse during the 
previous month.
Injecting Behaviour and Sexual Behaviour scores were combined to provide an HTV risk 
behaviour score. Less than half of the respondents were in the Low or Below Average Risk 
category and one fifth were in the High Risk Category.
Social Functioning
Certain behaviours and aspects of the respondents living arrangements are taken to indicate 
social functioning by the OTI. These are summarised for the current sample in table 4.
Two thirds of clients had lived in one place in the six months previous to the initial interview 
and 25% had been employed for the whole of the six months previous to the initial interview. 
More than one third had been unemployed for the entire period. Almost half had had one full 
time job and just under half had not had any full time jobs in the six months.
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Table 4
Frequency of Social Functioning Variables
Variable N %
Lived in > 1 place over last 6 months 10 32
Unemployed over last 6 months 23 75
Conflict over last 6 months
Relatives 18 58
Partner 15 42
Friends 16 52
Approximately half of respondents did not report any conflict with relatives, partners or - 
friends in the six months prior to the initial interview. Over half of the respondents stated that 
they had four or more close friends, not including their partner. Less than one tenth stated that 
they had no close friends. Over two thirds stated that the see their friends Very Often or 
Often, one tenth stated that they rarely or never saw their friends.
Over half of the respondents had known all of their friends for over six months and only one 
respondent had not known any of his/her friends for at least six months. 13% of respondents 
were Not Satisfied or Very Unsatisfied with the support they obtain from their friends. 58% 
were Satisfied or Very Satisfied with their support. Thus the majority of the respondents had 
well established friendships. A small minority on the other hand, were very socially isolated. 
70% of respondents had not been living with someone else who uses heroin in the past six 
months, 13% had been living with someone who uses for the entire six months.
Of the people they hang around with, over one quarter said that none of these were users.
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Only one respondent stated that all of the people he/she hung around with are users.
Although receiving a methadone prescription, these clients are not exclusively involved with 
other heroin users.
The potential scores for Social Functioning range from 0 - 48, the higher the score, the greater 
the level of dysfunction. The highest score in this sample was 26, the mean being 14. This is 
in contrast to the Australian sample (Darke et al., 1992) with a top score of 47 and a Mean of 
20. Interestingly in this sample, half of those who scored over 18 had been in treatment for 
less than six months. The Social Functioning scores are shown in categories which are the 
same as those used by Darke et al. (1992). In this sample, only 10% scored more than 22, 
above which they would be classified as Above Average. These clients therefore exhibit a 
high level of Social Functioning as indicated by the Opiate Treatment Index. This does not 
conform to stereotypical expectations of this client group who would be expected to have a 
chaotic, unstable lifestyle.
Criminal Behaviour
A low level of criminal behaviour was reported and this is summarised, using the 3 OTI 
categories, in table 5.
Table 5
Involvement in Criminal Behaviour
Crime category N %
Property Crime 6 19
Dealing 9 29
Fraud 2 7
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Two respondents were committing property crime more than once a week in the month prior 
to the initial interview. Five of those who were dealing were doing so more than once a week. 
One of the two respondents involved in fraud were committing a fraud more than once a 
week.
Physical Health
A wide range of physical health problems was found. Using the OTI health categorisation 
scheme, one third of respondents fell within the High Category, scoring 19 or more physical 
symptoms. No respondent was free of all physical symptoms. The highest score was 43 out 
of a possible total of 52. These scores are summarised, along with the other OTI scales, in the 
next section in table 6.
Psychological Adjustment
The General Health Questionnaire, utilised by the OTI to provide an index of psychological 
adjustment, provides 4 subscales: Somatic Symptoms; Anxiety; Social Dysfunction and 
Depressive Symptoms. These subscale scores are combined to provide an overall score of 
Psychological Adjustment. Almost half of the respondents came within the low or below 
average category. Over one third were high or above average. These scores are summarised, 
along with the other OTI scales, in the next section in table 6.
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4.3. ANALYSIS OF THE OTI SCALES 
The OTI scale scores obtained for the current sample are summarised in table 6. The 
descriptive statistics from this sample are juxtaposed against those found in Darke et al’s 
(1992) original study.
Table 6
Comparison Between the Current Study and Darke et al’s (1992) Normative Data
on the OTI and GHQ Scores
Scale
Current Study Darke Study
tMean SD Mean SD
Polydrug 3.0 1.5 4.1 1.6 3i07 **
Risk Behaviour 8.6 7.3 9.0 7.1 0.24 ns
Social Function 14.4 6.7 20.5 7.2 3.80
Criminality 0.9 0.9 1.0 1.7 0.32 ns
Health 14.3 8.4 12.6 7.6 0.94 ns
GHQ 7.0 8.2 8.6 7.6 0.89 ns
**p<0.01
In order to compare the two samples ad-test was calculated for each scale. It was clear that 
the current sample manifested lower scores than those reported by Darke et al on the Polydrug 
Usage and Social Functioning scales. These comparisons are demonstrated graphically in 
figure 1. This demonstrates that, despite the statistically significant differences between the 
two samples the two profiles are essentially parallel. It is thus, clear that the relative orders of 
the OTI scales are equivalent across the two samples.
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Figure 1
Graphical Comparison of the OTI Scores from the current study and that of
Darke et al (1992)
25 1
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Reliability o f the OTI
Test-re-test and inter-rater reliability for the Opiate Treatment Index have been demonstrated 
by Darke et al. (1992) to be satisfactory. However, internal consistency estimates of 
reliability was poor for some of the subscales. These estimates were calculated for the current 
data and they are shown in table 7 alongside those of Dark et al.
TABLE 7
OTI Scale Reliabilities (Cronbach’s Alpha Coefficients)
Scale Dark et al 1992 Current Study
HIV Risk Behaviour 0.80 0.70
Criminality 0.30 0 J8
Social Functioning 0.57 0.58
Physical Health 0.82 0.76
Psychological Adjustment 0.89 0.83
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The Internal Reliabilities are very similar to those obtained by Darke et al. (1992). Having 
regard to the borderline reliability o f the Social Functioning scale it was considered that this 
should be treated with caution. The alpha coefficient for the Criminality Scale was so low 
that it was not considered appropriate to consider these items as one scale. For the purposes 
of this study each item in this group was considered independently.
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4.4. ANALYSTS OF CHANGE
Twenty-one respondents were available for follow-up interviews. Of those who were not 
available, 1 was in prison, 1 was in a Rehabilitation centre, 2 had left with no further contact,
1 had moved away and 5 were still attending but not available for interview.
Scores obtained at initial interview were compared with those at follow up. Tests of change 
were carried out. where the data were measured using categories a z-test was applied and 
were the data was measured as a continuous scale the repeated measure t-test was applied. 
These analyses were used to test the significance of change over time for each of the six 
independent hypotheses.
The first hypothesis was that there would be a reduction in Other Drug Use over time. The 
Opiate Treatment Index provides a measure of the extent of use of many specific drugs as 
well as indicating the number of different drugs used. The following indicate the change in 
use of each of the specific drugs over time. The change in the number of different drugs used 
in total is then provided and discussed^with respect to the hypothesis. In table 8 the results for 
drug using behaviours are summarised.
The only statistically significant change was that Heroin use reduced in the time between 
initial interview and follow up. No other change was found although it is interesting to note 
that use of some substances actually increased over the time period. However, these changes 
are not statistically significant.
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Table 8
Change between initial and follow-up interviews 
(Drug Use)
Drug Use
Time 1 
Mean SD
Time 2 
Mean SD z
Heroin 0.68 1.07 0.14 0.31 2 7 2 *
Other Opiate 0.09 0.25 0.01 0.31 1.45 ns
Alcohol 4.20 5.25 3.70 5.12 0.69 ns
Cannabis 2.50 3.40 2.90 4.90 -0.47 ns
Amphetamine 0.14 0.29 0.40 0.94 -1.55 ns
Cocaine 0.00 0.00 0.15 0.07 -1.00 ns
Tranquillesers 2.01 3.02 1.95 2.96 0.45 ns
Hallucinogen 0.00 0.01 0.13 0.42 -1.32 ns
Tobacco 12.90 9.45 14.75 10.57 -1.49 ns
Polydrug Use 3.10 1.51 2.90 1.86 0.85 ns
* p <0.05
The hypothesis had predicted that there would be a reduction in other drug use at follow up 
interview. It is clear from the above that the predicted reduction has not occurred. In terms of 
the overall number of drugs used there has been hardly any reduction at all. However, it is of 
interest to note that all of those drugs which did show a reduction in use: heroin, other opiates, 
alcohol and tranquillisers, are depressant drugs. Most importantly, the reduction in use of 
heroin, one of the prime aims of a prescribing clinic, was statistically significant. Since 
methadone is a depressant, this evidence does demonstrate that demand for other depressant 
drugs is reduced when a methadone prescription is available. All other drugs showed a small 
but not statistically significant increase in use over time. These drugs, with the exception of 
hallucinogens, are stimulants and logically their use would not be altered by the provision of 
methadone. The small increase in hallucinogen use is attributable to seasonal variation. The 
initial interviews were held in the Spring. The follow up interviews were held in the autumn. 
Magic mushrooms, a popular hallucinogenic, are widely available in October and November
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and these are the hallucinogens being used in the follow up interviews.
Changes in the OTI Scales
The remaining hypotheses involve changes on variables measured by the OTI. Table 9 
summarises these changes.
Table 9
Change between initial and follow-up interviews 
(OTI Scales)
Time 1 Time 2
Behavior Mean SD Mean SD z
HIV Risk
Injecting 2.53 3.32 1.79 2.10 2.03 *
Sexual 4.74 3.98 3.74 240 1.23 ns
Overall 7.60 6.16 5.50 3.40 2.11 *
Social Faction 4.74 3.98 3.74 240 1.23 ns
Criminal Behaviour
Property 0.20 0.70 0.10 0.31 0.57 ns
Dealing 0.65 1.23 0.30 266 1.51 ns
Fraud 0.05 0.22 0.00 0.00 1.00 ns
Physical Health 14.1 &78 12.10 923 1.56 ns
* p <0.05
Hypothesis 2 proposed that there would be a reduction in HTV-Risk behaviour over time. 
HIV-Risk behaviour in the Opiate Treatment Index is assessed by two indicators - injecting 
behaviour and sexual behaviour. Changes over time for these two categories are presented, 
followed by the change in the overall HIV-Risk behaviour score which will be considered 
with respect to the hypothesised change.
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There was a significant reduction in HTV-risk behaviour in relation to frequency of injecting 
behaviour rather than sharing and cleaning equipment practices. As stated earlier, these 
respondents had a very, very low level of sharing of injecting equipment. Although no 
respondents who had been injecting at initial interview had stopped injecting by the time of 
the follow-up, many had reduced the fi'equency of injecting. Thus, in terms of the Opiate 
Treatment Index, this represents a significant reduction in HTV-risk behaviour. However, it 
must be stated that firequency of injecting in itself is not an indication of HTV-risk behaviour 
.although it does represent a level of other sorts of health risk. The specific risk of 
transmission of HTV occurs through sharing equipment. Only one respondent had shared at 
initial interview and this client indicated the same level of sharing at the follow-up. No other 
respondents were sharing at either time and this therefore represents a very low HTV-risk 
group in relation to injecting behaviour.
Although there was a reduction in HIV-risk behaviour in sexual practices, this was not 
significant. This is of concern because a high level of risk behaviour was reported in terms of 
very limited condom use. This was niqst notable in cases of sex with casual partners and 
when being paid for sex. Those in stable relationships may estimate that the risk of HTV 
infection with that partner is low and therefore not bother vrith condom* use. The same cannot 
be said of casual or paying partners. Despite widespread education about risk factors and firee 
availability of condoms, these respondents did not consider condom use appropriate.
As predicted by the hypothesis, these respondents demonstrated a significant reduction in 
HTV-risk behaviour over time. However, as discussed above, this reduction in fact related to a
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reduction in the frequency of injecting rather than safer injecting or sexual practices.
Although this reduces health risks, these respondents have not changed their high risk sexual 
behaviour and are therefore still at risk of HIV infection.
Hypothesis 3 had predicted an improvement in Social functioning over time. Ho^vever, the 
poor internal reliability of this scale is such that little reliance can be placed on these results.
A small but not statistically significant improvement in social fimctioning was demonstrated 
by these respondents.
Hypothesis 4 predicted that criminal behaviour would reduce over time. As previously 
discussed the three components of this scale are presented independently. No significant 
reduction in property crime was observed and while reductions in dealing and fraud were 
observed they were not statistically significant. Thus the predicted reduction was noted in 
each of the three different categories of criminal behaviour. However, in none of the 
categories was the reduction large enough to be statistically significant.
Hypothesis 5 predicted that there would be an improvement in Physical Health of respondents 
over time. An improvement in health was demonstrated as predicted but this was not 
sufficient to be statistically significant. This result may also be influenced by seasonal 
factors. At the time of the follow up interviews, many of the clients were suffering from flu 
symptoms which were widespread at the time.
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Psychological Adjustment
Hypothesis 6 predicted an improvement in Psychological Adjustment over time. The results 
of the four subscales of the General Health Questionnaire (G.H.Q.): Somatic Symptoms, 
Anxiety, Social Dysfunction and Depression are given. Changes in the overall G.H.Q. score 
are presented in table 10 and discussed with respect to the hypothesis.
Table 10
Change between initial and follow-up interviews 
(GHQ)
Time 1 Time 2
Scale Mean SD Mean SD t
Somatic 1.74 210 200 2.45 -0.72 ns
Anxiety 216 2.71 2.21 264 -0.10 ns
Social Dysfunction 1.74 2.13 1.53 224 0.43 ns
Depression 1.31 2.11 1.42 2.41 -0.31 ns
Overall 6.85 7.71 7.25 823 -0.40 ns
There were no significant changes over time. Furthermore, contrary to the hypothesis, these 
respondents tended to demonstrate a very slight worsening in psychological adjustment over 
time. Although not statistically significant, this deterioration was observed in Somatic 
Symptomatology, Anxiety and Depression. A slight improvement was found in Social 
functioning.
Multivariate Analysis o f Change
The results reported above examine each variable separately. This approach is not ideal 
because, although it allows us to test specific hypotheses, it does not take the relationships
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between the variables into account. A more general evaluation of change may be possible by 
using a multivariate procedure. A typical method of this type is the Multivariate Analysis of 
Variance (MANOVA) in which the dependent variables are combined into a weighted 
composite which detects change. However, the sample size of the current sample is not 
appropriate for such parametric multivariate techniques (Tabachnik and Fiddel 1989).
An alternative procedure is to utilise a non-metric multidimensional scaling procedure. This 
enables the researcher to examine the similarity between cases by projecting them into two- 
dimensional Euclidean space. This is the approach taken here. The specific procedure used 
here is the Multiple Scalogram Analysis (MSA) developed by Guttman and Lingoes (Lingoes 
1977). The analysis was carried out using PAP (Hammond 1992). The results are presented 
in figure 2.
Each respondent is represented by a letter of the alphabet, thus, A1 represents the first 
respondent at time 1 while A2 represents the same respondent at time 2. It is interesting to 
note that there is a fairly consistent movement in which respondents move from the top left to 
the bottom right, with only a few exceptions. This has been demonstrated by joining cases C 
and E. Cases running counter to this movement are D and P although they are in the minority.
The value of this analysis is purely one of examining the qualitative nature of the change as no 
indication of why these changes occur is available. Of course, the bivariate analyses give us 
some insight into the nature of the change (greater use of non-opiates, increase in anxiety etc.) 
Nevertheless, it is apparent that a generally consistent change can be demonstrated although it 
is apparent, from the bivariate analyses, that this trend is not in accord with the hypotheses. 
The movement of respondents across the plot indicates a change in the complete OTI profile.
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Figure 2
Plot Of Cases Pre (1) And Post (2)
Based on a Multiple Scalogram Analysis of Nx2 Profiles
K1
FI A1
N1A2
B2
HI 12
K2 D2
01
C2
G1 G2
D1
R1
R2
M l
M2
N2
E2
H2
129
The degree of change is represented by the distance between time 1 and time 2. Thus, 
respondent E has manifested a high level of change while respondent G remains largely 
unchanged Viewed in this way, the procedure reported here is a relatively novel and 
intuitively simple method for observing the relative respondent change. A weakness with the 
current study is that the nature of the change is not easily clarified. Used in conjunction with 
a repeated measures profile analysis such as that provided by MANOVA, the procedure could 
be a useful addition to the tools for analysing patient change following clinical intervention.
It is a matter of regret that MANOVA is contraindicated on this particular sample. 
Nevertheless, the potential for MSA analyses is clearly demonstrated.
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CHAPTER 5: DISCUSSION
This study was designed to evaluate the effectiveness of Methadone Prescribing using a 
recently developed instrument, the Opiate Treatment Index. Apart from the validation and 
reliability studies on the Opiate Treatment Index itself, no other studies were available which 
had used this instrument to evaluate methadone prescribing. This study has provided a 
profile of a sample of clients attending the Prescribing Clinics. It has explored the usefulness 
of the Opiate Treatment Index in this setting and finally, it has used the Opiate Treatment 
Index to monitor change in a number of Harm Reduction Measures over a six month period.
The distribution of initial scores in this study and internal reliability of subscale scores in this 
study are very similar to those of Darke et al. (1992) in the original reliability and validation 
studies. - The Opiate Treatment Index is still in the early stages of development. Both the 
Social Functioning and Criminality scales will need further development before they are 
acceptable as reliable research scales.
The sample of clients was male dominated. There are many reasons why fewer women than 
men attend prescribing clinics. It is possible that this is a reflection of the incidence of illicit 
drug use in the general population. Alternatively there may be many women who do not have 
access to this service. One important reason why women do not contact services may be 
their concerns at exposing their illicit drug use to a statutory agency. There is a belief, not 
always erroneous, that if a parent, particularly a mother is known to be using illicit drugs then 
Social Services will almost inevitably want to remove her children from her care. Women
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who use drugs experience the double stigma of being a drug user and being a drug using 
mother. It takes enormous trust to disclose this behaviour to an agency and ask for help. It is 
likely that this is an important factor in the low proportion of women in this study.
Over half of the respondents were over 30 and in all probability well established in their drug 
using careers. Sadly many illicit drug users die young. This was commented upon by many 
of the respondents when questions were asked about friends and support. One man 
commented that all of his friends were now dead. Another said most were dead and the rest 
in jail. This raises the interesting question of motivation to attend a prescribing clinic. If this 
sample is typical of clinic attenders then motivation may be influenced by stage in drug using 
career and/or by an increasing awareness of the ultimate price which many pay for this 
lifestyle.
It is not possible to ascertain the characteristics of the illicit drug using population not in 
touch with statutory agencies. It is very possible that they are younger and less stable than 
the sample in this study. This has relevance for the generalisability of the findings of this 
study to the wider drug using population. Comparison with Darke et al.'s (1992) sample 
however, does suggest that this sample is similar to his. This sample may thus be 
representative of those drug using clients who attend methadone prescribing clinics.
In considering the base line scores on harm reduction measures it should be remembered that 
very few of the respondents are new to methadone prescribing. Of these clients, 90% had 
been in treatment for over one month and 66% for more than six months. These are therefore 
the responses of clients the majority of whom have been stabilised on methadone. They are 
not in the main chaotic street drug users who have just been introduced to methadone 
maintenance.
132
It is clear from the results that these clients in receipt of a methadone prescription are also 
still using a wide variety of other drugs. They make considerable use of depressant drugs 
including prescribed depressants and alcohol and little use of stimulants. This pattern of drug 
use may reflect the ages of the respondents. The use of hallucinogenics, such as LSD and 
ecstasy, stimulants such as amphetamine and inhalants is usually associated with younger and 
often recreational users.
These levels of other drug use are similar to those reported in studies cited in the literature 
review. These studies found that use of heroin decreased with length of time in treatment. 
This is also found in this group of respondents. In this study 72% of those in the programme 
for less than 6 months were still using heroin. None of these was receiving prescription for 
injectable opiates. This is in contrast to the finding that 52% of the entire sample was using 
heroin or injectables of which one third were prescribed. The levels of cannabis, tranquilliser 
and alcohol use are similar to those found by Ball and Ross (1991). Amphetamine use was 
higher in the current sample. The most marked contrast was the use of cocaine. In the 
American study half of clients were regularly using cocaine whereas in this study only 6% of 
clients used cocaine at all. These differences may reflect cultural variations. High levels of 
benzodiazepine use were reported in many of the studies, ranging from one quarter to two 
thirds of respondents. Thus the pattern of other drug use is similar to that found in other 
studies. A wide range of other drugs are used. Some of these are legal, some are prescribed 
but there is a residual level of illicit drug use. The continued use of Temazepam, particularly 
if  injected is a major cause for concern. This is definitely an area which would be benefit 
from more detailed investigation.
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The second major outcome from previous studies is that the provision of methadone 
maintenance reduces injecting behaviour. Of greater importance than the frequency of 
injecting is the risk of HIV-infection. Sharing of any injecting equipment is a very high risk 
activity, not only for the transmission of HIV but also of Hepatitis B and C. Rates of sharing 
as identified in previous studies are very varied. This may reflect the recency of the data 
collection. In the past few years there has been intense effort on the part of Drug agencies to 
increase awareness of the risks associated with sharing. The ready availability of new 
equipment at Needle Exchanges is a factor in the extent of sharing. In comparison with the 
studies cited in the literature review, the incidence of sharing by respondents is extremely 
low. For these respondents there would seem to be an absolute taboo on sharing. This 
means that the HTV risk level demonstrated in this sample is very low indeed. The Opiate 
Treatment Index however, includes questions about cleaning needles and the use of bleach 
prior to re-use. Responses to these questions are included in the HIV-Risk score. There is 
certainly a health risk in unsafe cleaning practices but there cannot be an HIV risk.
In contrast, there is cause for concern over responses relating to sexual practices which 
involve high HIV-Risk. Having regard to the latest A.C.M.D. report (1993), there must be 
concern that attendance at a methadone maintenance clinic even over an extended period of 
time seems to have made little impact on HIV risk activity in sexual practices.
The only other study available which concerned the social functioning of methadone 
maintenance clients found that many were in stable relationships and half were in regular 
employment. A similar level of stability was found in this client group.
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In contrast to the findings of this study, a consistent finding in the literature is that length of 
treatment is associated with a decrease in criminal activity. A low level of criminal 
behaviour was reported in this study. The time scale of this study was considerably shorter 
than many of the cited studies. It may be that this time period was insufficient to impact on 
the rate of offending behaviour.
The literature had suggested that many physical problems were likely to be associated with 
illicit drug use. Many respondents had a high number of symptoms, particularly some of 
those who had been in treatment for a long time. Physical health is informally monitored in 
the prescribing clinics but these results suggest that it should be given much greater priority 
and possibly more rigorous monitoring
Much evidence has accumulated to suggest a high level of psychopathology in clients being 
treated for drug or alcohol problems. Using the same threshold of 4-5 as Swift et al. (1990) 
52% of respondents qualified as 'cases’ indicating some degree of psychological and social 
dysfunction. This is similar to Swift et al.'s finding of 61% of their sample above this 
threshold. The distribution of General Health Questionnaire scores was also similar to that 
obtained by Swift et al., being highly skewed to the lower end.
As with Physical Health, the finding that those in treatment for more than 3 years had poorer 
psychological adjustment than those in treatment less than 6 months has important 
implications for service delivery. McLellan et al. (1982) suggest that an improvement in 
psychological adjustment is possibly not to be expected when very few clients are receiving 
psychotherapy addressing these issues.
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Change over time as indicated by the Opiate Treatment Index Scales, was not as dramatic as 
would have been expected from the literature. Although many of the identified behaviours 
did improve, only two were statistically significant. Appropriately these are the two areas 
identified as highest priority: heroin use and HTV-risk behaviour. There are many possible 
reasons for this lack of significant change but two are obvious. The first is the veiy small 
sample numbers. This is in part a fimction of the client group and their unreliability. It is 
also a fimction of the time limited nature of this project.
The second factor is that most of these respondents were well established methadone users. 
Much of the anticipated impact of methadone prescribing is on the presumed chaotic and 
unstable lifestyle of street drug users. A very small minority of these respondents were new 
to the clinic, the majority were stable and settled. The scope for improvement in the various 
harm reduction measures for these clients is therefore limited. Most have already cut down 
their illicit drug use, reduced their offending etc.
Difficulties
There were a number of difficulties to be overcome in using the Opiate Treatment Index with 
clients. The first was the concerns of an Ethical Committee over the questions relating to
A
criminal behaviour. The Committee was eventually persuaded that dealing with criminal 
behaviour is intrinsic to the day to day work of the Clinics. A compromise was finally 
reached whereby questions about crimes of violence were left out.
Criminal behaviour, in common with many of the other questions in this Instrument raises the 
issue of confidentiality. The author was not part of the clinic teams and stressed her role as 
an independent researcher and that there was no feedback to the clinic staff. Interestingly a 
better response rate was achieved at the centre where the researcher does not normally work.
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At the centre where she was known to clients, very many of them agreed to be interviewed 
but fewer actually completed any interviews. It is possible that clients were not convinced 
that confidentiality could be absolute within this setting.
Although clients were assured of confidentiality and anonymity of data processing, particular 
interviewing skill is required to elicit honest answers. Although there is no way of 
confirming the truthfulness of the responses, the interviewer felt that respondents were very 
forthcoming in their answers.
The final and major difficulty was persuading clients to actually complete the interviews. 
Clients were only too willing to agree to be interviewed and once in an interview situation 
seemed to enjoy the process and were reluctant to finish. However, the link between 
agreement and participation was impossible for many of them to achieve particularly within a 
limited time frame.
Possibly the most valuable clinical outcome of this study is one which is not apparent in any 
of the data. Many of the clients responded to the in depth initial interviews very favourably 
and then felt able to discuss concerns which had not previously been raised. Often they 
would ask for additional counselling apart from the routine clinic appointments.
Interestingly this option has always been available to all clients, indeed it had been assumed 
that this would be one outcome of attending the prescribing clinic. It is clear from the 
responses of these clients that they had not feel able or willing to avail themselves of this 
opportumty. Even those clients who did not want particular counselling still seek out the 
interviewer on occasion to act as an intermediary with clinic staff or to talk through some 
problem which has arisen. It would seem that in their present format clinics are not fulfilling
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two vital functions; to facilitate improvement in harmful consequences of opiate use; and to 
address any underlying psychological difficulties. As an example, although many of these 
respondents had good psychological adjustment it is regrettable that Anxiety scores were so 
high. This is a problem which can respond veiy rapidly to appropriate psychological 
intervention - such interventions should be available.
Conclusion
This study has demonstrated that the methadone prescribing clinics whilst having some 
beneficial effects may not be achieving their full potential. The inclusion of psychological 
interventions could supplement the routine work of the clinics to the benefit of clients. This 
could be facilitated by the use of a key worker system. The key worker would have special 
responsibility for identified clients. The use of a comprehensive assessment instrument such 
as the Opiate Treatment Index would help highlight areas of concern, and identify treatment 
goals. Regular re-administration of such an instrument would facilitate monitoring and 
feedback to the client. Such a system would not only benefit the clients, routine monitoring 
and evaluation is essential for professional and service development.
The Opiate Treatment Index still has much scope for development. Its use has facilitated 
evaluation of the methadone prescribing clinics and highlighted the need for more focused 
intervention with clients if the optimum level harm reduction is to be achieved within limited 
resources.
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APPENDIX 1
PRESCRIBING POLICY
Background
INTRODUCTION
There i s  a reasonably s tro n g  re la t io n s h ip  between methadone maintenance and 
reduced i l l i c i t  o p ia te  use and reduced c rim in al behaviour. This find ing  
i s  tru e  across randomised c o n tro lle d  t r i a l s ,  comparative s tu d ies  and pre­
post eva lua tions.
There i s  c le a r  evidence th a t  e ffe c tiv e n ess  v a rie s  according to dose, 
duration  and c l ie n t  c h a r a c te r is t ic s .  There i s  some evidence th a t 
e ffec tiv en ess  v a rie s  according to  the  q u a lity  of re la tio n sh ip s  between 
c l ie n ts  and s ta f f  and in te n s i ty  o f a n c i l la ry  se rv ic e s .
However, about 50% of c l ie n ts  a re  d ischarged or leave w ithin  12 months. A 
s u b s ta n tia l percentage o f those who s ta y  in  treatm ent continue to use 
heroin and o ther drugs -  a lb e i t  a t  much reduced r a te s .
Ih e re  i s  no good evidence th a t  red u c tio n  programmes with abstinence as a 
goal a re  e f fe c tiv e  in  achieving  the goal of abstinence among a s u b s ta n tia l  
proportion of u sers .
ŒCV -  KEY ISSUES
* Being in  a methadone programme i s  a sso c ia ted  with lower ra te s  of HIV 
in fe c tio n  fo r  o p ia te  in je c to r s .  (B lix  e t  a l ,  1983).
*  Being in  a methadone programme i s  a sso c ia ted  with a decrease in  both 
needle sharing and in je c t in g  drug use. (B a ll and Ross, 1991, Selwyn 
e t  a l ,  1987).
Research suggests methadone programmes can be e f fe c tiv e  in  decreasing  
in je c tin g  drug use and p reven ting  the  spread of HIV.
DOSAGE
C lien ts  who rece ive  a maximum, d a ily  dose of le ss  than 60mg were 4.8
times as l ik e ly  to  leave  treatm ent as those who received  a maximum
dose o f 80mg. (Caplehom and B e ll, 1991).
The odds of c l ie n ts  m aintained on 40rag of methadone using hero in  are
2.2 times those o f c l ie n ts  m aintained on SOmg. (Caplehom e t  a l ,
1993).
Below 50mg i s  a sso c ia ted  w ith  lo s in g  c l ie n ts  from treatm en t. (Ward 
e t  a l ,  1992).
Doses h igher than 60mg a re  a sso c ia te d  w ith  longer s tay s  in  treatm ent 
and g re a te r  reduction  in  hero in  use .
C lien ts  on < 60mg a re  more l ik e ly  to  be cu rre n tly  in je c tin g .
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Lower doses of methadone ( 160mg) may be le s s  e f fe c tiv e  than h igher doses in  
preventing HIV in fe c tio n .
The longer c l ie n ts  remain in  treatm ent the  b e t te r  the outcome.
* Low doses o f methadone do n o t have a marked e f fe c t  on the use of
ad d itio n a l d rugs. (Dale and Jones, 1992).
80-100mg can reduce a d d itio n a l i l l i c i t  use.
>100mg may n o t be as  b e n e f ic ia l in  reducing i l l i c i t  use.
Research suggests th a t  dose le v e ls  in  the region of 80mg per day are 
assoc ia ted  w ith  re te n tio n  in  treatm ent and b e t te r  outcomes.
MDCODRING
* There i s  no com pelling evidence th a t  the absence of u r in a ly s is  leads 
to  an in c rease  in  i l l i c i t  drug use.
* There i s  evidence th a t  in d ic a te s  being monitored i s  s ig n if ic a n tly
asso c ia ted  w ith  a h ig h er treatm ent drop-out ra te .
* The use of u r in a ly s is  i s  p a r t ly  resp o n sib le  fo r clim ate of d e c e it .
ADVANTAGES OF DISADVANTAGES OF
URINALYSIS URINALYSIS
* Can monitor i l l i c i t  drug use * Implies d is t r u s t
fo r  evaluation  purposes
* Reduces i l l i c i t  drug use * Hum iliating fo r c l ie n ts
and s ta f f
* Inaccurate
* Can monitor compliance in  * Expensive
taking methadone
U rina lysis  c a r r ie s  s ig n if ic a n t  disadvantages as w ell as advantages. 
The procedure needs to  be s e n s i t iv e ly  handled.
HARM REDUCTION CLINICS -  POLICY
GORE MISSION
To minimise drug r e la te d  harm, in  North East Hampshire, Surrey Heath and 
South West Surrey, by providing a se rv ic e  which takes account of in d iv id u a l 
needs.
AIMS
*  To assess  h e a lth  c a re  needs ( in  r e la t io n  to drug use) and f a c i l i t a t e
ways o f meeting these  needs.
*  To enable se rv ice  u sers  to  lead  a crime fre e  l i f e .
* To enable clients to lead a more stable life.
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* To enable clientes to  manage w ithout us.
OBJECTIVES
1. To reduce the r a t s  o f in fe c tio n  among serv ice  users in  r e la t io n  to
a) HIV
b) H ep a titis  3
c) H ep a titis  C
2. To reduce i l l i c i t  drug use among se rv ice  u se rs .
3. To reduce the  amount of a c q u is it iv e  crime engaged in  by s e r / ic e  
u se rs .
4. To a s s i s t  those who wish to , and can do so, to stop  using i l l i c i t  
drugs.
5. To m aintain those who cannot envisage stopping drug use througn 
p rescrib ing  s u b s t i tu te  drugs.
6. To id e n tify  h e a lth  ca re  needs of s e r / ic e  u se rs .
7. To meet id e n t i f ie d  h e a lth  c a re  needs.
SERVICES OFFERED
* One to one counselling
* Family counselling
* Service users group
* Prescrib ing
* Pre and post t e s t  co u n se llin g  fo r  HIV
* Testing and v acc in a tio n  fo r  H e p a titis  3
* Inform ation on H e p a tit is  C
* Inform ation on s a fe r  sex and s a fe r  drug use
« Condoms
* Dental dams 
H ealth checks
*  A s tru c tu re  -  we w i l l  re sp e c t time boundaries
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KEY POLICY ELEMENTS
* Methadone dosage le v e l  given according to  ind iv idual need but 
u n lik e ly  to exceed 80mg per day.
Any dosage le v e l  in  excess o f th is  to  be d iscussed  a t  team meeting.
« I f  a se rv ice  u se r  m isses two consecutive c l in ic s  w ithout explanation
a s c r ip t  w il l  n o t be given.
*  I n i t i a l l y  se rv ic e  u sers  to  p ick  up s c r ip ts  d a ily  from cornnunity 
pharm acists.
*  Lost s c r ip ts  w i l l  no t be rep laced .
* Two u rin e  analyses a re  req u ired  a t  assessm ent. P o s s ib i l i ty  of
random te s tin g .
*  In excep tional circum stances in je c ta b le s  can be prescribed  only a f te r  
a team d ec is io n .
* Benzodiazepine prescrib ing  to be taken over from GPs a t the current 
leve l.
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' SECTION U: DRUG USE
First, I’m going to ask you some questions on your use of drugs. I’ll emphasise again that 
the information you give me is completely confidential.
NB: For all categories, if the subject responds that their last use o f the drug was more 
than a month ago, score zero fo r that category. Do not include use on day o f interview.
Heroin
Now I’m going to ask you some questions about heroin (smack, hammer, horse, scag).
1. On what day did you last use heroin? _ _ _ _ _
2. How many hits/smokes/snorts did you have on that day?  ___
3. On which day before that did you use heroin?  _____
4. And how many hits/smokes did you have on that day?_______.
5. And when was the day before that? _ _
(ql= ,q2= ,tl= ,t2= ) Q
Other Opiates
These questions are about your use of opiates other than heroin (e.g. street 
methadone/done,'morphine, pethidine, codeine).
6. On what day did you last use opiates other than heroin? (do not include legally 
obtained methadone)  _____
7. How many pills, doses etc. did you have on that d ay ?______
8. On which day before that did you use opiates other than heroin? _
9. And how many pills, doses etc. did you have on that day?  ___ _
10. And when was the day before th a t? _______
(ql= ,q2= ,tl= ,t2= ) Q
' *
Alcohol
These questions are about your use of alcohol.
11. On what day did you last drink alcohol?
12. How much alcohol did you drink on that day?
Wine Spirits Beer Fortined Wine
Wine Gl. Nips(30ml)
Middies
(285ml)
Port Gl.
Bottles
(750ml)
Doubles Schooners(425ml)
Bottles
Flagons
/
Bottles
(750ml)
Cans/
Stubbies
(375ml)
Flagons
Casks 
(___lit.)
NO. STAND. 
DRINKS
TOTAL STANDARD DRINKS
13. On which day before that did you drink alcohol?
14. And how much did you drink on that day? ------
Wine Spirits Beer Fortified Wine
Wine Gl. 
(120ml)
Nips
(30ml)
Middies 
(285ml) '
Port Gl. 
(60ml)
Bottles
(750ml)
Doubles Schooners(425ml)
Bodies
(750ml)
Flagons
(1.51it.)
Bottles
(750ml)
Cans/
Stubbies
(375ml)
Flagons
(1.51it.)
Casks 
(___lit.)
NO. STAND. 
DRINKS ■
TOTAL STANDARD DRINKS____
15. And when was the day before that?
(ql= ,q2= ,tl= ,t2= )
Cannabis '
These questions are about your use of marijuana (dope, grass, hash, pot).
16. On what day did you last use marijuana ? ________
17. How many joints, bongs, etc. did you have on that day? __
18. On which day before that did you use marijuana? _______
19. And how many joints, bongs, etc. did you have on that day?
20. And when was the day before that? _______
(ql= ,q2= ,tl=  ,t2= )
Amphetamines /
These questions are about your use of amphetamines (speed).
21. On what day did you last use amphetamines? _________ _
22. How many tablets, snorts, hits etc. did you have on that day?
23. On which day before that did you use amphetamines? _____
24. And how many tablets, snorts, hits, etc., did you have on that day? ___
25. And when was the day before that? _______
(ql= ,q2= ,tl= ,t2= ) Q
/
Cocaine
These questions are about your use of cocaine (coke, snow, crack).
26. On what day did you last use cocaine? _ _ _ _ _
27. How many snorts, hits, smokes etc. did you have on that day? _______
28. On which day before that did you use cocaine? _______
29. And how many snorts, hits, smokes etc. did you have on that day? ___
30. And when was the day before that? _______
(ql= ,q2= ,tl= ,t2= ) Q
Tranquillisers
These questions are about your use of tranquillisers (e.g. Serapax, Rohypnol, Mogadon, 
Valium).
31. On what day did you last use tranquillisers?  _________
32. How many pills did you have on that day? _________
33. On which day before that did you use tranquillisers? ____ _ _
34. And how many pills did you have on that day? ____ _ _
35. And when was the day before that? _______
(ql=  ,q2= ,tl=  ,i2= ) Q
/
Barbiturates
These questions are about your use of barbiturates (e.g. Nembutal, Seconal).
36. On what day did you last use barbiturates? _________
37. How many pills did you have on that day? ________L
38. On which day before that did you use barbiturates? ________
39. And how many pills did you have on that day? _______
40. And when was the day before that? _______
(ql= ,q2= ,tl= ,t2= ) Q
Hallucinogens
These questions are about your use of hallucinogens (e.g. LSD/acid, ecstasy, magic magic 
mushrooms).
41. On what day did you last use hallucinogens? _________
42. How many tabs, pills, etc. did you have on that day? •
43. On which day before that did you use hallucinogens?. _
44. And how many tabs, pills, etc. did you have on that day?
45. And when was the day before that? _______
(ql= ,q2= ,tl= ,t2= )
Inhalants
These questions are about your use of inhalants (e.g. amyl nitrite/rush, glue, laughing gas, 
aerosols, petrol).
46. On what day did you last use inhalants?  --------------
(do not include asthma sprays)
47. How many sniffs did you have on that day?  -----------—
48. On which day before that did you use inhalants?
49. And how many sniffs did you have on that day?
50. And when was the day before that? -----------
(ql= ,q2= ,tl=  ,t2= )
Tobacco
Finally, these questions are about your use of cigarettes.
51. On what day did you last use tobacco? — ------
52. How many cigarettes did you have on that day?
53. On which day before that did you use tobacco?
54. And how many cigarettes did you have on that day
55. And when was the day before that? -----------
(ql= ,q2= ,tl=  ,t2= )
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General Comments On Drug Use •
DRUG USE SUMMARY
Heroin Use 
Total
Poly-drug 
Use Total
POLY-DRUG USE
Other Opiates Tranquillisers
Alcohol Barbiturates
Cannabis Hallucinogens
Amphetamines Inhalants
Cocaine Tobacco
- SECTION III: INJECTING AND SEXUAL PRACTICES
These questions are about the way you use drugs, and your recent sexual behaviour. I 
emphasise again that any information that you give me is completely confidential.
DRUG USE
1. How many times have you hit up (i.e. injected any drugs) in the last month? 
(please circle)
Hasn’t hit up  ...............  0
Once a week or less . . . . . . . . . .  1
More than once a week . . . . .  . . 2
(but less than once a day)
Once a day  .......... ..  3
2-3 times a day .  .......... .. 4
More than 3 times a da . . . . . . .  5
If subject hasn’t injecteddn the last month, score zero for the Drug Use section, and go to 
question 7.
2. How many times in the last month have you used a needle after someone else 
had already used it?
No times  ......................................  0
One time .................... ..................  1 * “
Two times ............   2
3-5 times ............... . 3
6-10 times  ............................  4
More than 10 t im e s .......................  5
3. How many different people have used a needle before you in the last month?
None ...............   0 /
One person  ................. . 1
Two people . .   ............................  2
3-5 people ......................................  3
6-10 people......................................  4
More than 10 people . . . . . . . . .  5
4. How many times in the last month has someone used a needle after you have 
used it?
No times .........................  0
One time ................................   1
Two times ......................................  2
3-5 times .........   3
6-10 times ...................................... 4
More than 10 t im e s ....................... 5
5. How often, in the last month, have you cleaned needles before re-using them ? 
(please circle)
Doesn’t re-use .  ............................ 0
Every time .  .......... ...................... 1
O f te n ........... . Y . . ......................   2
Sometimes  ............. 3
Rarely . . . . . . . . . . . . . . . . . . .  4
Never . . . . . . . . . . . . . . . . . . . .  5
6. Before using needles again, how often in the last month did you use bleach to 
clean them? (please circle)
Doesn’t re-use  ............... 0
Every t i m e ................................. .. . 1
O f te n ............... ................. ............... 2
Sometimes ............................ .. 3
R a r e ly ............../ . .......................   4
N ev e r................................................  5
Drug Use Sub-total
SEXUAL BEHAVIOUR
7. How many people, including clients, have you had sex with in the last month?
N o n e   ....................  0
One p e rso n     ..............   . .  1
Two people................................   2
3-5 people  ............... . 3
6-10 people . .   ..............................  4
More than 10 people ....................  5
If no sex in the last month, score zero for Sexual Behaviour section, and go to 
Section IV.
8. How often have you used condoms when having sex with your regular partner(s) 
in the last month? (please circle)
No reg. partner/No penetrative sex 0
Every time .  ...............................  . 1
O f te n .....................................   2
Sometimes ...................................... 3
Rarely .............................................  4
N ev er....................  5
10
9. How often did you use condoms when you had sex with casual partners in the 
last month? (please circle)
No cas. partners/No penetrative sex 0
Every time  ................ 1
Often . . . . .  .  .......................... 2
Sometimes . . . . . . . . . . . . . . . .  3
Rarely  ................ 4
Never . . . . . . . . . . . . . . . . . . . .  5
10. How often have you used condoms when you have been paid for sex in the last 
month? (please circle)
No paid sex/No penetrative sex . . 0
Every time  ............   1
Often  .................   2
Sometimes  ..................  3
Rarely .   < . .     • 4
Never  ....................    5
11. How many times did you have anal sex in the last month?
No times ............    0
One time 1
Two times . . .  . . . . . . . . . . . . .  2
3-5 times  ..................... 3
6-10 times  ............   4
More than 10 times    ...............  5
Sexual Behaviour Sub-total
TOTAL SCORE
(Drug Use Sub-total + Sexual Behaviour Sub-total)
General Comments on HIV Risk-taking Behaviour
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SECTION IV: SOCIAL FUNCTIONING
These next few questions concern the social aspects of your life (things like jobs, friends, 
etc).
1. How many different places have you lived in over the last six months?
One  ...............  0
Two .................. .. 1
Three . . . . . . . . . . .  2
F o u r    3
Five or more . . . . . 4
2. How much of the last six months have you been unemployed?
All of the time . .  . . 4
3Most of the time . 
Half of the time . 
Some of the time 
None of the time .
. 2
. 1
. 0
3. How many different full-time jobs have you had in the last six months?
One  .......... .. 0
Two ........................  1 L"
T h ree ......................   . 2
Four or more ..........  3
N o n e .........................  4
4. How often in the last six months have you had conflict with your relatives?
Very o f te n ...............  4
O ften .........................  3 ^
Som etim es...............  2
Rarely  ....................  1
Never ............... .. 0
N/A
5. How often in the last six months have you had conflict with your partner(s)?
Wtry o f te n ...............  4
Often . . .  ■’. ...............  3
Som etim es   . 2
R a re ly .......................  1
Never .......................  0
N/A
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6. How often in the last six months have you had conflict with your friends?
Very often . . . . . . .  4
O ften ............... .. 3
Sometimes .  ..........  2
Rarely . . . . . . . .  . . 1
Never .................... .. 0
N/A
7. About how many close friends would you estimate that you have? (INCLUDE 
PARTNER)
N o n e .................... , . .  4
O n e ...................... 3
Two ............... , . . 2
Three . . . . . . . . . . . . 1
Four or more . . . . .  0
8. When you are having problems, are you satisfied with the support you get from 
your friends?
Very satisfied . . . . .  0
Satisfied..................... 1
Reasonably OK . . . .  2
Not satisfied.............  3
Very unsatisfied . . .  4 
N/A
9. About how often do you see your friends?
Very often . . . . . . .  0
Often . . . . . . . . . . . 1
Som etim es................ 2  /
Rarely . . . . . . . . . .  3
Never . . . . . . . . . .  4
N/A
10. How many of the people you hang around with now have you known for more 
than six months?
N o n e    4
Less than h a l f   3
About a half . . . . . .  2
More than half . . . .  1
All of them  ..........  0
N/A
13
heroin?
11. H o w  much  of  the last six months  have you been l iving with anyone who uses
All of the time . . . . 4
Most of the time , . . 3
Half of the time . . . 2
Some of the time . . 1
None of the time . . . 0
12. How many of the people you hang around with now are users? (INCLUDE 
PARTNER)
N o n e ............... 4
Less than half . . . 3
About a half . . . . ?
More than half . . . . 1
All of them . . . . 0
SOCIAL TOTAL
General Comments on Social Functioning
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SECTION V: CRIME
In this section I am interested in any crimes that you may have committed. Any 
information that you give here is completely confidential.
Property Crime
First, I am going to ask you some questions on property crime. By property crime I mean 
things such as break and enter, robbery without violence, shoplifting, stealing a 
prescription pad, stealing a car, or receiving stolen goods. I am interested in the number 
of times that you committed a property crime, not the number of times you’ve been 
caught. (RECORD TYPE OF CRIME CONLMITTED)
1. How often, on average, during the last month have you committed a property 
crime? (READ OPTIONS)
No property c r im e ................................... 0
Less than once a w eek ............................1
Once a week ...........................................2
More than once a w e e k .........................3
(but less than daily)
Daily  ................................................4
Tick type of crimes committed:
Break & en te r  Stolen c a r   Robbery___
Receiving stolen goods  Shoplifting  O ther----
Stolen prescription p a d   (specify------------------ )
Dealing
Now I am going to ask you some questions about dealing. By dealing I mean selling 
drugs to someone. I am interested in the number of times that you ve dealt drugs, not the 
number of times you’ve been caught. (RECORD TYPE OF DRJJGS DEALT)
A
2. How often, on average, during the last month have you sold drugs to someone?
No drug dealing ..................................... 0
Less than once a w eek ............................1
Once a week ...........................................2
More than once a w e e k  ............ 3
(but less than daily)
Daily  ................................................4
Tick type of drugs dealt:
H eroin___
M arijuana___
Cocaine___
Speed ___
Hallucinogens
Barbiturates
Tranquillisers
Other
(specify
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Fraud
Now I am going to ask you some questions about fraud scams. By fraud I mean things 
such as forging cheques, forging prescriptions, social security scams, or using someone 
else’s credit card. I am interested in the number of times that you’ve committed fraud, 
not the number of times that you’ve been caught. (RECORD TYPE OF CRIME 
COMMITTED)
3. How often, on average, during the last month have you committed a fraud?
No fraud ........................................... .. . 0
Less than once a w e ek .......................... 1
Once a week ........................................... 2
More than once a w e e k ......................... 3
(but less than daily)
Daily .  ..................................................... 4
Tick type of fraud committed:
Forging cheques 
Forging prescriptions
Credit card _ 
Social security . 
O ther. 
(specify.
Crimes Involving Violence
Finally, I am going to ask you some questions about crimes involving violence. By 
crimes involving violence I mean things such as using violence in a robbery, armed 
robbery, assault, rape, etc. I am interested in the number of times that you’ve committed 
a crime involving violence, not the number of times that you’ve been caught.
(RECORD TYPE OF CRIME COMMITTED)
4. How often, on average, during the last month have you committed a crime 
involving violence? ^
No violent c r im e ...................................... 0
Less than once a w e e k ............................ ,1
Once a week ........................................... 2
More than once a w e e k ......................... 3
(but less than daily)
D a ily .......................................................... 4
Tick types of violent crime:
Assault 
Violent robbery 
Armed robbery
Murder _ 
Manslaughter _ 
Rape _ 
Other . 
(specify.
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C urrent Convictions
1. Are you currently facing charges? Yes / No
CRIME TO TA L
General Comments on Crime
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SECTION VI: HEALTH
These questions are about your health. I am going to read out a list of health problems. 
Please answer ‘Yes’ if you have had any of these problems over the last month.
General
Yes
1. Fatigue /  energy loss ___
2. Poor appetite ___
3. Weight loss /  undenv'eight ___
4. Trouble sleeping ___
5. Fever ___
6. Night sweats ___
7. Swollen glands ___
8. Jaundice ___
9. Bleeding easily ___
10. Bruising easily____________ ___
11. Teeth problenris____________ ___
12. Eye /  Vision troubles__________
13. Ear /  Hearing troubles ___
14. Cuts needing stitches__________
Yes
Total
Injection Related Problems
1. Overdose__________________ ___
2. Abscesses /  Infections ___
3. Dirty hit (made feel sick) ___
4. Prominent scarring/bruising ___
5. Difficulty injecting ___
Total
Cardio/Respiratory
Yes
1. Persistent cough____________ ___
2. Coughing up phlegm ___
3. Coughing up blood ___
4. Wheezing ___
5. Sore throat ___
6. Shortness of breath_________ ___
7. Chest pains .____
8. Heart flutters/racing_________ ___
9. Swollen ankles ___
Total
18
G enito-urinary
Yes
1. Painful urination
2. Loss of sex urge
3. Discharge from 
penis/vagina
4. Rash on or around 
penis/vagina
Total
Gynaecological
(WOMEN ONLY) (in the last few months)
Yes
1. Irregular period------------------- ----
2. Miscarriage -----
Total
M usculo-skeletal
Yes
1. Joint pains/stiffness-------------- -----
2. Broken bones ——
3. Muscle pain -----
Total
Neurological
Yes
1. Headaches
2. Blackouts
4. Tremors (shakes)
5. Numbness / Tingling
6. Dizziness
7. Fits /  seizures
8. Difficulty walking
9. Head injury
10. Forgetting things
Total
19
Gastro-intestinal
Yes
1. Nausea
2. Vomiting
3. Stomach pains
4. Constipation
5. Diarrhoea
Total
HEALTH TOTAL
General Comments on Health
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GENERAL HEALTH QUESTIONNAIRE
Please read this carefully:
E := = = = S = 5 = = 5 = -
complaints, not those that you had in the past 
HAVE YOU RECENTLY:
1. Been feeling well 
and in good health?
Better 
than usual
Same 
as usual
Worse 
than usual
Much worse 
than usual
2. Been feeling in 
need of a pick
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
me up? y
3. Been feeling run 
down and out of
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
sorts?
4. Felt that you are 
ill?
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
5. Been getting any 
pains in your head?
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
6. Been getting a 
feeling of tightness
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
or pressure in your
head?
7. Been having hot 
or cold spells?
Not 
at all
No more 
than usual
Rather more 
th ^  usual
Much more 
than usual
8. Lost much sleep 
over worry?
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
9. Had difficulty 
in staying asleep
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
once you are off?
10. Felt constantly 
under strain?
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
11. Been getting edgy 
and bad tempered?
Not 
at aU
No more 
than usual
Rather more 
than usual
Much more 
than usual
12. Been getting 
scared or panicky
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
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13. Found everything 
getting on top of 
you?
14. Been feeling 
nervous and strung 
up all the time?
15. Been managing 
to keep busy and 
occupied?
16. Been taking 
longer over the 
things you do?
17. Felt on the 
whole you were 
doing things well?
18. Been satisfied 
with the way you’ve 
carried out your 
task?
19. Felt that you 
are playing a 
useful part in 
things?
20. Felt capable of 
making decisions 
about things?
21. Been able 
to enjoy your 
normal day to 
day activities?
22. Been thinking 
of yourself as a 
worthless person?
23. Felt that life 
is entirely 
hopeless?
24. Felt that life
is not worth living?
25. Thought of the 
possibility that 
you might do away 
with yourself?
Not 
at all
Not 
at all
More so 
than usual
Quicker 
than usual
Better 
than usual
More
satisfied
More so 
than usual
More so 
than usual
More so 
than usual
Not 
at all
Not 
at all
Not 
at all
Definitely
not
No more 
than usual
No more 
than usual
Same 
as usual
Same 
as usual
About 
the same
About 
the same
Same 
as usual
Same 
as usual
Same 
as usual
No more 
than usual
No more 
than usual
No more 
than usual
I don’t 
think so
Rather more 
than usual
Rather more 
than usual
Rather less 
than usual
Longer 
than usual
Less well 
than usual
Less
than usual
Less useful 
than usual
Less so 
than usual
Less so 
than usual
Rather more 
than usual
Rather more 
than usual
Rather more 
than usual
Has crossed 
my mind
Much more
than usual
Much more 
than usual
Much less 
than usual
Much longer 
than usual
Much 
less well
Much less 
satisfied
Much less 
useful
Much less 
capable
Much less 
than usual
Much more 
than usual
Much more 
than usual
Much more 
than usual
Definitely
have
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26. Found ai times 
that you couldn’t 
do anything because 
your nerves were so 
bad?
Not 
at all
No more 
than usual
Rather more 
than usual
Much more
than usual
27. Found yourself 
wishing you were 
dead and away from 
it all?
Not 
at all
No more 
than usual
Rather more 
than usual
Much more 
than usual
28. Found that the 
idea of taking your 
own life kept coming 
into your mind?
Definitely
not
I don’t 
think so
Has crossed 
my mind
Definitely
has
GHQ SUMMARY DATA
A B C D TOTAL
General Comments on Health
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O PIATE T R E A T M E N T  IN D E X  - SC O R E SH E E T
Drug Use HIV Risk Social Crime Health GHQ
Initial
F/Up
DRUG USE
Initial F/Up
Heroin
Other Opiates
Alcohol
Cannabis
Amphetamines
Cocaine
Tranquillisers
Barbiturates /'
Hallucinogens
Inhalants
Tobacco
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PART II
SECTION 1: QUALITATIVE STUDY
AN EXPLORATION OF THE MEANING OF A MAINTENANCE 
PRESCRIPTION TO OPIATE USERS.
SECTION 2: SERVICE DEVELOPMENT
THE DEVELOPMENT OF A MONITORING 
AND EVALUATION SYSTEM FOR A COMMUNITY DRUG AND ALCOHOL
TEAM
M.Sc. DISSERTATION 
A CRITICAL ANALYSIS OF THE ANALOGUE USE OF THE BECK 
DEPRESSION INVENTORY WITH NON-PATIENT SAMPLES
AN EXPLORATION OF THE MEANING OF 
A MAINTENANCE PRESCRIPTION TO OPIATE USERS
ABSTRACT
Heroin users are prescribed methadone on a long term basis in an attempt to enable them to 
give up street drug use and develop a more positive lifestyle. Studies (Ward et a l, 1994) 
have shown that such prescribing reduces street drug use and criminal behaviour. However 
little evidence is available concerning the impact of maintenance prescribing from the 
perspective of the heroin users themselves. This study uses a qualitative approach to 
explore the meaning of maintenance prescribing to a group of heroin users. Tliis represents 
a different way of understanding the value of an intervention and as such is complementary 
to the more usual quantitative studies.
Opiate using clients of a Drug Service were interviewed in depth concerning their 
perceptions of their former drug use and their lives since having a maintenance prescription. 
The interviews were coded and critically analysed using the tecliniques of Miles and 
Huberman (1994). Three common strands emerged from these interviews: the drug users 
career into a chaotic lifestyle dominated by the need for heroin; the consistent evidence of 
low self esteem throughout the lives of these respondents and finally an underlying sense of 
self-destruction which also permeates their lives. Without exception the maintenance 
prescription was regarded as crucial to their efforts to rebuild their lives. Many also 
discussed the value of contact with the Drug team as a vital element in their attempts to 
stop opiate use. This research suggests that although the provision of an opiate substitute 
attracts and retains drug users into the service the addition of a psychological therapeutic 
input could enhance the effectiveness of treatment. In particular, therapy should address 
self esteem, self harm, problem solving and coping skills. For some, specific interventions 
related to aggression and childhood abuse would be indicated.
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AN EXPLORATION OF THE MEANING OF A MAINTENANCE 
PRESCRIPTION TO OPIATE USERS
INTRODUCTION
One intervention offered to address the problems associated with heroin use is the 
provision of a regular prescription of a pharmaceutical alternative, usually Methadone.
This may be offered on a reducing regime over time in order to facilitate gradual 
withdrawal from drug use. However, for some drug users tliis is unattractive. Particularly 
in response to concerns about HIV a priority for services is to draw these drug users into 
contact (ACMD, 1993). To this end a prescription may be supplied on a regular, long 
term basis with no requirement to reduce the amounts used. This is referred to as a 
Maintenance prescription. The arguments for and against this practice have been discussed 
previously in this Portfolio.
The Acorn Community Drug and Alcohol Team offer a Methadone Maintenance service 
to heroin users. This is popular with clients and other services dealing with this group of 
people who in the absence of the prescription, tend to have very chaotic and destructive 
lifestyles. Research has shown that the benefits of Methadone prescribing include a 
reduction in illicit drug use, a reduction in offending behaviour and an improvement in 
health (Ward et a i, 1992). However, most studies find a high level of improvement in 
these areas in the early stages of coming into a prescribing programme, (N.T.O.R.S.,
1996). The value of long term maintenance is less easy to quantify as, once stabilised, 
change may be minimal if it occurs at all.
Section 5 of this Portfolio described the use of the Opiate Treatment Index (Darke et al., 
1992) to record changes over time in a number of aspects of client’s lives while they were 
receiving a regular Methadone prescription. Little significant change was noted. Clients 
were still using other drugs as well as their prescribed Methadone; offending behaviour 
was minimal but social function, physical and psychological health were all poor. It is 
difficult to justify continued funding of a controversial intervention when outcomes 
reflecting little or no change are recorded. The only rationale for continuing to prescribe is 
an assumption that without the prescription individuals would revert to the chaotic and 
damaging lifestyle associated with illicit drug use.
An alternative way to understand maintenance prescribing is to listen to the experiences of 
the clients themselves in their terms. This study considers maintenance prescribing from the 
clients’ perspectives. It is an attempt to understand the meaning of being on a maintenance 
prescription to those who were formerly illicit heroin users.
Clients were interviewed and asked to talk at length about their experience of being on a 
maintenance prescription. In order to understand the meaning of the prescription to the 
individual it is first necessary to understand the meaning of illicit drug use to that individual. 
Many people try illicit drugs recreationally but do not go on to become dependent upon 
opiates. The role of drugs in the lives of opiate users, their initial attraction and then 
continued use despite adverse consequences needs to be understood in order that the 
meaning of the maintenance prescription can be understood.
2. QUALITATIVE RESEARCH
For many years the main thrust of psychological research has been firmly based in an 
objective, scientific approach, using quantitative methods (Davis, 1995). This derives from 
an underlying epistemological approach in which reality is objectively identifiable (Woolger, 
1996). Theories and hypotheses are derived which are then tested against this reality using 
the techniques of scientific method such as experimental control, manipulation of variables 
and statistical testing of quantitative data - a deductive logical positivist approach. An 
alternative view of the world is that reality is subjective not objective. As such explanations 
bound by objectivity are inadequate to explain reality. Reality is constructed by the 
individual in context. In this view attempts to understand reality, the purpose of research, 
are futile unless the individual’s own construction of reality is considered. Research based 
on this premise uses qualitative methods such as observation and interview to attempt to 
unravel the complexity of individual experience and thereby achieve understanding, 
(Henwood and Nicholson, 1995). Such research is a quest for the meaning of experiences 
in context. Theories may be derived but these are derived from the data rather than being 
pre-determined, (Glaser and Strauss, 1967). Witliin this framework issues such as control, 
reliability and validity may be considered to be irrelevant as each individual’s understanding 
is unique (Gillet,1995).
Both of these approaches in addition to being concerned with the responses of the 
‘subjects’ of the research, are also concerned with the role of the researcher. Scientific 
method accepts the potential for bias arising from the role of the researcher and devises a 
variety of techniques to eliminate the effect of such bias. These include random sampling, 
double blind trials and strict standardisation of procedure. In contrast, an extreme
constructionivist approach would include the impact of the researcher as an intrinsic part of 
the process.
Dissatisfaction with the narrow confines of scientific method, its inability to take account of 
the individual’s own perception of events has led to a move within psychological research 
towards alternative or supplementary ways of researching psychological processes 
(Henwood and Pidgeon, 1995). The very loose processes of a purely constructionivist 
approach are difficult to accept in a discipline which prizes rigour in its research 
methodology. However, many researchers are now developing qualitative methods which 
facilitate the inclusion of meaning, context and subjective views whilst retaining rigour and 
acknowledging the values of issues such as reliability and validity. Examples would include 
grounded theory, initially developed by Glaser and Strauss (1967). This approach is 
concerned that theory is driven and generated by regularities in qualitative data. The 
analysis of such data, content analysis, is rigorous and open to inspection. Miles and 
Huberman (1994) propose an extremely disciplined form of qualitative data analysis, data 
display which again imposes rigour, structure and openness and accessibility to the process 
from which conclusions are drawn.
At an epistemological level there is an either/or debate. Is reality objective, requiring 
traditional scientific method, or subjective and constructed in which case qualitative 
methods must be used to understand meaning? At a pragmatic level it is possible to 
combine the best of both approaches. A research question may be explored using 
traditional quantitative methods perhaps laboratory based, which may confirm or disconfirm 
the hypothesis. The findings of this research may then be explored using qualitative
methodology ‘in the field’. Conversely a hypothesis generated in the course of qualitative 
research, possibly from a small sample, may be tested using quantitative methods to explore 
the generality of the findings. Thus the two approaches may be used in a complementary 
way to inform our attempts to understand psychological processes.
The appropriate methodology for research is determined by a number of factors including 
the research question, the context and the availability o f ‘subjects’ or informants. The use 
of a qualitative approach to research with this client group, heroin users, is appropriate for 
a number of reasons. They are extremely difficult to engage in research. Their culture is 
different from that of psychologists who plan research. By definition they have rejected 
social norms, they may have different priorities, different beliefs and be motivated by 
factors of which someone outside that culture may be unaware. Quantitative research 
provides valuable understanding of the effectiveness of treatment interventions with these 
clients (Ward et a/., 1994; Ball and Ross, 1993; N.T.O.R.S., 1997). This is particularly 
true of large scale studies using large samples and long term follow ups. Qualitative studies 
with these clients provide an opportunity to check the validity of these studies at an 
individual level. Any contradiction between the two methodologies challenges both.
The use of in depth interviews permits the exploration of a rich and flexible array of 
information relevant to the individual. Particularly where there may be considerable 
cultural differences between the respondent and interviewer, good interviewing skills are 
essential in order to gain maximum benefit from this potential fount of information. Coyle 
and Wright, 1996 have identified the value of counselling sldlls in developing rapport and 
encouraging disclosure. The drawbacks to using in depth interviews for data collection
include the time needed for the interviews themselves, the transcribing of those 
interviews and ultimately the analysis of the data.
Henwood and Pidgeon (1995) discuss the limitations of the natural science approach 
and associated quantitative paradigm favoured in psychology. In particular they 
suggest that the over-reliance upon theory testing and verification can lead to a neglect 
of strategies for the systematic generation of new theory. Secondly, traditional 
approaches neglect the human context which informs peoples’ understanding of the 
world. Grounded theory (Glaser and Strauss, 1967) addresses these issues. Grounded 
theory involves the use of qualitative data to generate theory. As such the theory is 
grounded in the experiences, accounts and contexts of the participants. ‘Grounded 
theory’ also describes specific analytic strategies for processing qualitative data. These 
analytic strategies are developed in the work of Miles and Huberman (1994) whose 
techniques impose rigour and reliability upon the analysis of qualitative data. It is, of 
course, possible that this qualitative analysis may itself raise further questions which 
may be amenable to confirmation or disconfirmation using quantitative methodology. 
This study uses qualitative methodology (Glaser and Strauss, 1967; Miles and 
Huberman, 1994) to fijrther explore an issue raised by a more traditional quantitative 
study.
3. LITERATURE REVIEW
The literature relating to Methadone maintenance has been reviewed in the previous 
section. It is of interest that the studies exploring the impact of methadone maintenance are 
almost exclusively of a quantitative nature (Ward et a i, 1994). Many of these outcome 
studies report inconsistent findings (Ball and Ross, 1981). In this work Ball and Ross 
carried out an extensive study of six major drug treatment centres in the United States.
They consider the reasons for the variations in outcomes across the different centres and 
conclude that features which impact upon outcome include client characteristics, treatment 
programmes, staff and service provision and the environment in which the service is 
operating.
Despite extensive literature surveys very few qualitative studies were located with reference 
to this client group. Ethnographic studies have been widely used to inform AIDS research, 
(Aggleton P. et al, 1995). In particular aspects of risk behaviour such as bad injecting 
practices, sharing etc. have been studied in this way. Studies such as those of Rhodes 
(1995) begin to elucidate the relevance of context in understanding the meaning of risk 
behaviour for injecting drug users. Rhodes’ findings were used to inform the development 
of services for an otherwise very difficult to reach group by facilitating targeting and 
increasing the relevance of what is offered.
Qualitative work has also been of value in augmenting the findings of quantitative studies. 
Keene (1997) in a review of drug misuse and treatment issues attempts to integrate 
qualitative and quantitative research. Keene uses an ethnographic approach in particular 
for exploratory research which is used to augment the findings of the quantitative studies
reviewed. She stresses the uniqueness of drug using cultures and the variety of sub­
cultures to be found. Questionnaires and interviews are used to explore the extent of 
different types of drug use and the perceptions of users. She found that 
occasional/experimental drug users, recreational (Rave) drug users and dependent drug 
users all have different perspectives on their drug use. Each of these groups would be 
labelled under the umbrella ‘drug users’. Keene’s qualitative investigations have shown 
that interventions which have relevance to these groups would need to be very different 
from each other. These findings are crucial in facilitating targetting of interventions.
Qualitative methods also open up new ways of understanding sub-cultures not in touch 
with services and hard to reach using quantitative methods. The information gained can be 
used to inform service development and increase the appropriateness of services offered. 
Power et al. (1996) used an ethnographic approach to inform the development of outreach 
initiatives targeted towards illicit drug injectors not in contact with treatment services. 
Power claims that qualitative research is particularly relevant to the study of deviant or 
‘hidden’ populations.
A qualitative approach has also been shown to be useful in clinical work. Strickland (1993) 
provides a qualitative analysis of the autobiographical narrative of a woman with chemical 
dependence. He suggests that this approach is of value to clinicians in that the story-telling 
is enjoyable both for the client and clinician, increases rapport and provides a wealth of 
information which would otherwise be unavailable. However, the time-consuming nature 
of full narrative analysis is also acknowledged. It is suggested that clinicians may be able to
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learn to “listen to self-narrative analytically” even if there is not the time to undertake ftill 
narrative analysis.
Both quantitative and qualitative analysis recognise the potentially biasing role of the 
researcher. As discussed, quantitative methodology includes a number of techniques to 
minimise this impact. The problem of researcher influence in an interview situation is 
recognised in qualitative research. An ingenious study by Davies and Baker (1987) 
demonstrates just how powerful this effect can be in influencing the quality and content of 
information disclosed. Drug users were found to make substantially different claims about 
their drug using behaviour when being interviewed by a ‘professional’ as opposed to 
another locally known heroin user. This issue is particularly pertinent to this study where 
the cultural difference between the interviewer and interviewees is considerable.
Thus the limited qualitative research available concerning this client group liighlights two 
factors: the first is the benefits to be gained by the quality of information produced by such 
research methods. Greater understanding of the issues from the clients’ perspectives can 
inform service development so that services provided can be appropriate to the needs of the 
client group. Secondly, the research facilitates working with ‘hard to reach’ groups of 
which injecting heroin users is one.
This study attempts to increase understanding of the meaning of methadone maintenance 
for recipients. The purpose of Drug Services is to promote behaviour change.
Motivational Interviewing, Miller (1983), a widely used technique in the addictions field, is 
a key tool in facilitating change in reluctant/ambivalent clients. It utilises the client’s own
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desire to change in the face of mounting realisation of the negative impact of the existing 
behaviour which is contrasted against perceived better alternatives. The cognitive 
dissonance arising out of conflict between present behaviour and desired life goals is the 
driving force to generate motivation to change. Tliis process not does not seem to operate 
when someone has been receiving methadone maintenance for an extended period. There 
are many negative effects related to the methadone itself and also to the requirement to 
conform to the conditions upon which the regular prescription depends.
Eiser and Gossop’s (1971) studies suggest that heroin addicts see themselves in one of two 
ways. They may consider themselves as “sick” and therefore totally dependent on medicine 
and needing help and support, in particular doctors to “cure” them of this sickness, or as 
“hooked”. Being “hooked” includes a feeling of being unable to give up drugs, a fear of 
withdrawal and an unwillingness to attempt to give up at the present.
This research is concerned to understand issues related to methadone maintenance from the 
clients’ perspective. In particular it will explore the following:
The value of methadone maintenance to the client.
The role of methadone maintenance in promoting behaviour change, in particular cessation 
of drug use.
Factors which inhibit cessation of drug use and rehabilitation.
1 2
4. METHOD 
Recruitment
Clients in receipt of a maintenance prescription and attending the Acorn service were asked 
if they would be willing to be interviewed. Many clients agreed to participate. However, 
in the event none of the clients attended their appointments for the interview. It was 
therefore arranged that a Supermarket Voucher for £10 could be offered in recognition of 
their contribution. In response to this offer more appointments were arranged. A small 
proportion of these were actually completed.
These clients were receiving a range of prescriptions. Five were receiving liquid (oral) 
methadone. This is the most common prescription for heroin users. Two were receiving 
injectable methadone. This is much less common and is only used when the client is 
intolerant of the liquid methadone. Finally one client was receiving that rarest of 
prescriptions, injectable heroin.
The Interview
The purpose of the interview was explained. Clients were assured of confidentiality and in 
particular that none of the information given would be available to the prescribing clinic 
staff. The preamble given to clients is shown in Appendix 1.
A Pilot interview was held with one client. In response to this a minor alteration was made 
to the prompt sheet used for the interviews.
The clients were encouraged to tell their story in their own words. However an outline 
structure was described in order to ensure that their drug using career was included as well
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as their experience of being on a prescription (script). Prompts were used to guide the 
interview tlirough this sequence of events. The prompts are shown in Appendix 2.
The interviews were tape recorded and then transcribed.
Appendix 3 is an example of a full transcript.
Analysis
The interviews were analysed using the methods developed by Miles and Huberman (1994). 
The transcripts were read and recurring categories were identified. Each of these 
categories was then subdivided into a series of Codes. A code was applicable to a phrase, 
sentence or paragraph relating to a single topic. A series of Code Definitions was 
developed. These are shown in Appendix 4. The Code Definitions were then used to 
code the texts. When all texts had been coded, the individual coded phrases were cut out 
and collected together. Phrases relating to a specified Code were collected together and 
pasted onto a single sheet. Thus all phrases relating to that Code from all of the interviews 
would be available on the one sheet. An example of a Code sheet is given in Appendix 5.
The reliability of the Coding was checked by an independent rater. Cumulatively the level 
of agreement was found to be 97%. A breakdown of the agreement for individual codes is 
shown in Appendix 6. Disputed codes were discussed between the raters until agreement 
was reached about their inclusion or exclusion.
The Coded sheets were then considered both in isolation and in their relationships with 
each other. Underlying themes were identified as were exceptions to the predominant 
trends.
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5. RESULTS AND DISCUSSION
The data of this investigation are textual fragments. The results are therefore discussed as 
they are presented in order to retain meaning and bring cohesion to the data. Each client 
was allocated a number. Each quotation is identified by the code number of the speaker.
A total of 8 interviews were completed. There was no reluctance on the part of the 
clients to become involved in these interviews. There was however an almost total 
inability to attend any appointment made outside of their clinic appointments (even with 
the inducement of £10). Many of the interviews finally achieved were carried out with no 
prior appointment.
All but one of the respondents were male. The age range was 17-48. This included the 
youngest client who is in receipt of a prescription and the oldest. Their experience of 
drug use was therefore varied. The youngest interviewee had only been dependent on 
heroin for about 1 year. Tliree were in their mid twenties and had been dependent since 
their early teens. One client was in his late 30’s and the remaining tliree in their late 40’s. 
These last four described a long and chaotic history of using a wide range of drugs.
The responses will be discussed in the following sequence: introduction to dmg use is 
followed by the experience of a drug using career. The reasons for entering this treatment 
programme are then explored, followed by the impact of the script on lifestyle. Finally the 
clients’ self perceptions are explored. Additional comments made by clients about the 
Acorn service are also included.
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1. Starting to use drugs
Drug use for these respondents started in the early teens, some as young as 11. This is 
startling when recreational drug use is popularly considered to be a feature of mid to late 
adolescence. Furthermore some respondents are referring to starting drug use 20 or 30 
years ago. There is currently much concern about drug use among the under 16’s but 
apparently is not a new phenomenon. It is possible that this early age of drug use is a 
factor which is predictive of later dependent drug use as opposed to those who 
experiment with drugs in their late teens but do not go on to develop a dependency. 
When asked why they started to use drugs, a number of reasons were given. There was 
also a strong sense that this was a stupid or irrelevant question as if starting to use illicit 
drugs is so normal that there does not have to be a reason for starting.
Peer pressure is often cited as a major influence on young people starting to use drugs. 
One respondent did attribute his initial drug use to peer pressure. However work by 
Coggans (1997) suggests that peer preference may be a much more influential process 
than peer pressure. He considers that young people come together because they share 
common interests and desires. This would be supported by the comments of these 
respondents. Although the social aspect of starting to use drugs is a major factor, tliis is 
not considered as pressure. More often reference is made to the fact that ‘friends’ or 
everyone else’ was doing it and wanting to join in.
16
2. Early attractions of drug use
Whatever the reason for the first experimentation with drugs the physical effects were so 
enjoyable that the attraction was established.
...it was good fun  (2) .......  it was beautiful, never fe lt anything like it in my life (7)
 really good (8) . . . .  the rush, terrific(6).
There were psychological benefits too in particular giving confidence and making 
socialising easier. One respondent described it as 
.made me feel good i f  I  got depressed . . .  like a sort o f anti depressant. (2)
Another said ... /  couldn 7 talk to people without something (5)
One of the most often reported psychological effects was the feeling of escape - getting 
away from reality . Taking the drugs gave ‘an away feeling’, a chance to block out reality. 
These initial subjective benefits of drugs support their continued use. Interestingly several 
respondents describe early use of drugs in preference to alcohol. For some this is because 
the physical effects are preferable, in particular the lack of a hangover and loss of memory 
and control associated with heavy drinking. For two respondents the violence associated 
with drinking was their reason for switching from alcohol to drugs.
The pleasant physical effects and their enjoyment perpetuate longer term use.
Interestingly as people become move into dependent drug use the associated ‘scene’ and 
rituals become part of ‘the buzz’.
  when I  was injecting it that was also part o f the buzz, the needle, the spoon, cooking
it up -  all that, with hash it was the growing it up, burning it, all that sort o f stuff (2) 
....the whole experience, I  went to all the big festivals, the social b it . . . .  (6)
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The excitement of the way of life which develops in order to maintain dependent use is 
also cited as a reason to continue using drugs. The secretive meetings, the hiding from 
the Police and the whole conspiratorial life was exhilarating and attractive.
3. The move into heavier drug use
There is a recognition that this was in retrospect a transient phase. The good things are 
described as being ‘in the early days’. The fun changes over time to a compulsive need 
and it is at that time that the fun becomes less and less relevant and apparent and a life is 
entirely constructed around getting drugs.
Most described a rapid transition into use of any and every drug available. The least 
popular drugs with this group of people were the hallucinogens. Again tliis is in contrast 
to many recreational drug users who tend to use Ecstasy and LSD. There was no 
preference for ‘downers’, the opiate group and benzodiazepines or ‘uppers’, 
amphetamines and cocaine. What was taken depended largely on availability and desired 
mood change. With this transition to daily and chaotic drug use comes a very dramatic 
change in lifestyle, involvement in crime being an important factor in order to obtain funds 
to pay for drugs. In particular a physical dependency on opiates drives much criminal 
behaviour.
Two exceptions to this pattern were notable. One was introduced to ‘hard’ drugs 
through a medical connection and therefore although experimenting with various 
dangerous drugs was at that time using pharmaceutically pure drugs. This was funded by 
dealing and so there was at this time no need for involvement in acquisitive crime. The
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other exception only ever used pharmaceutical heroin and therefore avoided injecting 
what he referred to as ‘street crap’.
Not only were the drugs taken changing but the mode of ingestion also changed over 
time. All ended up injecting their drugs. This is for many reasons an extremely dangerous 
way to take drugs and they described two main reasons for it becoming the preferred 
route. The first is again the effect - they maintained that a more dramatic and immediate 
effect is obtained when a drug is injected. More frequently people cited cost as the main 
factor. Because the effect is stronger when injected a smaller amount of the drug can be 
used. Cost becomes crucial when life revolves around trying to raise the funds to buy 
drugs. Anything which in effect gives more for the money becomes desirable. Two 
respondents then described how the use of the needle then became a fixation in itself.
Thus these people have moved on from using drugs just for fun to become involved in 
heavy, chaotic drug use.
4. The drug using lifestyle
The impact of this chaotic drug use on their lives was dramatic. Perhaps the most 
significant change in their lives as a consequence of drug use is their involvement in crime. 
The respondents regarded dealing as a normal part of their lives. For them it is one way 
of funding drug use and so this is not regarded by drug users as criminal. The offending 
behaviour which is of concern is acquisitive crime. Theft, shop lifting, fraud all eventually 
led to prison sentences for many of these people. Getting in trouble with the Police is 
considered normal, prison a fact of life.
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. . .  done a hit o f stealing, that sort o f thing to try and support my habit. (1)
... all the offences were drug related. (6)
Relationships also suffer as a consequence of the drug users behaviour. Without 
exception this was spoken of with great regret. Arguments with parents, letting the 
family down and failed long term relationships and marriages were frequent.
. . .  my wife, she had to put with a lot o f me cause o f the way I  was. (4)
... she just couldn V handle it so it destroyed a pretty good relationship. (2)
Those who had lost contact with children or felt that they have been bad parents because 
of their drug use experienced this with much sadness.
. . .  my kids and my first marriage ....it's  affected them definitely. (1)
As will be shown later, for some it is the desire to try and put some of this right with their 
children which is motivating them to reduce or stop their drug use.
Lost opportunities to work were a regret for some although for others this has never been 
an option. Long term drug use can also lead to health problems and some recognised that 
their health is less good than it should be.
In addition to specific effects of drug use on their lives, some mentioned the all consuming 
nature of their drug using lifestyle. The fact that there is no time or energy left for 
anything other than getting up, getting money, getting drugs (scoring), taking drugs, 
recovering and beginning the whole cycle again.
. . .  you can never do anything -  i f  you 're taking heroin it takes up your whole life the 
whole time. (8)
2 0
An exception is the one person who would not use street drugs although much of his 
drug use was illegal. He obtained a prescription at an early age and proudly insisted that 
liis life is different from the others. He is working and is married with grown up children. 
He has managed to live addicted to heroin but to avoid the chaotic lifestyle normally 
associated with heroin addiction.
5. The experience of overdose
The experience of overdose was commonplace for these respondents. It was mentioned 
more as an unremarkable event rather than as a major life threatening incident. There is 
no clear definition of what is and is not an overdose incident, most only considering those 
times when an ambulance was called as overdose.
. . .  .I've died twice and been brought back - 1 have overdosed 13 times officially, taken to 
hospital and all the times when people ha\’en 't found me and phoned an ambulance. (6)
.. Oh, I  have loads o f times. (2)
. . .  /  have overdosed a few times. (3)
The only respondent who seemed affected by the severity of an overdose was the very 
youngest, aged 17. He described overdosing when he injected cocaine and as a result of 
that experience did not inject again.
Overdose of friends was also mentioned as part of life.
. .."I've lost a lot o f friends that have dies through overdose or drug related, . . .  chalked 
up lungs, that sort o f thing. " (2)
Only rarely was an overdose deliberate although one in particular mentioned times when 
he blatantly disregarded the risk associated with his behaviour.
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. ,  .I've done large amounts and thought I  really don't give a toss i f  I  die. (3)
Overdose is not a chance event. With the exception of the very youngest, all of these 
respondents displayed a clear understanding of the times when they put themselves at risk, 
an awareness and acceptance of the risk. Most dangerous is the habit of mixing different 
sorts of drugs, often including alcohol. The other high risk behaviour is over use, 
continuing to use until passing out. One respondent likened this to the way other people 
might use alcohol,
. .  .just overusing I  suppose, you just keep using and using like people I  suppose would 
have a drink andjust carry on ..getting sloshed ...(2)
Also mentioned by several was the irreversibility of injecting drugs:
...you can't sort o f be sick and get rid o f i t ... (3)
.... You 're gone and that's it and there's no return and no awareness that anything's 
happening so you can't fight it ...(5) '
This lack of awareness and passivity associated with a drug overdose can only reduce the 
chances of appropriate remedial action being taken. Two respondents described their 
partners bringing them back from death and interestingly in neither of these cases were the 
emergency services mentioned. Drug users are extremely reluctant to call emergency 
services even when faced with a potential death because of an assumption that the police 
will also be called and they will be involved in drug related charges.
There are important implications to these comments about their own and others’ overdose 
experiences. The first is an understanding that overdose does not occur as a result of 
ignorance or lack of understanding of the risks associated with overuse of dmgs or mixing 
potentially lethal cocktails of drugs. Secondly using drugs in isolation would seem to be
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an added danger in so far as these users often owed their lives to the actions of others in 
their immediate circle of friends. Given the very high incidence of overdose experienced 
by this group of users this must be a cause for concern. In particular it would appear that 
their incidence of overdose is very far in excess of those overdose occasions wliich would 
appear in official statistics when the emergency services would have been involved.
Perhaps of most concern is the cavalier attitude these respondents have to their own 
safety. This theme of disregard for their own lives permeates all of the reflections made 
on their lives. At no time was there a sense that “gambling with death” was any part of 
the attraction or excitement associated with drug use. Instead there is a very real 
awareness of the life threatening risks associated with this behaviour. Overdose is only 
one aspect of this. One respondent gave graphic accounts of friends who were killed in a 
police car chase after robbing a chemist for drugs. He followed this with a tale of 
someone who fell out of a window under the influence of drugs and was killed and others 
he said who walk into Police stations and set fire to themselves. This was concluded with 
the statement
..I've known quite a few people who 've died through drugs, you laiow, but then again 
that goes with the territory I  suppose (2).
Many respondents could only explain their survival by luck with no suggestion that they 
might have any control over these circumstances. Two specifically mentioned that their 
times of greatest risk of overdose were when life was particularly stressful, drug use being 
the only perceived means of escape or coping.
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Self destruction is therefore an important feature in the lives of these respondents. Some 
refer to the more long term physical damage and risks of their drug use:
...we used to use . .  .tablets, literally grind them up, draw up all the bits -  /  know that's 
bloody dangerous. (4)
All seem to accept the inevitability of early death of their friends and by implication the 
potential for the same for themselves.
To some extent this passive acceptance of a high likelihood of drying may be explained by 
the low self esteem evidenced by some.
.....I've  never had a very good opinion o f m yself . . .  I've always fe lt guilty and ashamed 
. I've always hated myself for not doing well. I've almost given up on myself. (3)
. . .  / just didn 't care -  it was as simple as that. (6)
Although the origins of this low self esteem were not directly explored, comments about 
childhood experiences by some of the respondents suggest that early damage may have 
had a major impact. No questions were asked about childhood experiences. It is perhaps 
a measure of the importance of some of these experiences that they were spontaneously 
mentioned. Two of the respondents described extremely violent and horrific cliildhood 
experiences within their family homes. Another described massive rows with his parents 
and the way in which he was always unfavourably compared with his academically more 
successful brothers and sisters. One of these and four other respondents mentioned 
difficulties with schooling. Bullying was experienced by some, others just talked about 
hating school. One ran away to a fairground at 14, another was expelled.
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N o r m a n  ( 1 9 9 5 )  r e v i e w s  r i s k  f a c t o r s  f o r  a d o l e s c e n t  s u b s t a n c e  a b u s e .  P r o b l e m a t i c  
b e h a v i o u r  in  c h i l d h o o d  a n d  c h i l d h o o d  d i s t r e s s  o f t e n  m a n i f e s t  a s  d e p r e s s i o n  h a v e  b e e n  
i d e n t i f i e d  a s  r i s k  f a c t o r s  f o r  l a t e r  s u b s t a n c e  u s e  in  a d o l e s c e n c e ,  ( B r o o k  et a i ,  1 9 9 0 ;  
S h e d l e r  &  B l o c k ,  1 9 9 0 ) .  A d d i t i o n a l l y  p r o b l e m s  r e l a t i n g  t o  s c h o o l  p e r f o r m a n c e  h a v e  a l s o  
b e e n  s h o w n  t o  i n c r e a s e  t h e  r i s k  o f  a d o l e s c e n t  s u b s t a n c e  u s e  ( F l e m i n g  et ciL, 1 9 8 2 ) .
6. Reasons for continued drug use despite adverse consequences
D e s p i t e  s o  m a n y  n e g a t i v e  c o n s e q u e n c e s  c h a o t i c  d r u g  u s e  c o n t i n u e d  f o r  t h e s e  u s e r s .  N o -  
o n e  e x p l a i n e d  t h i s  b e h a v i o u r  a s  a  c o n s e q u e n c e  o f  t h e  a d d i c t i v e  n a t u r e  o f  t h e  d r u g s .  O n e  
d i d  e x p l a i n  t h a t  h e  c o u l d  n o t  s t o p  b e c a u s e  h e  f e l t  s o  t e r r i b l e  w h e n  h e  w a s  w i t h d r a w i n g .  
O t h e r  c o m m e n t s  s h o w  a  g r e a t e r  i n s i g h t .  O n e  r e s p o n d e n t  i d e n t i f i e d  h i s  d r u g  u s e  a s  b e i n g  
a  c r u t c h  a n d  h e  t a l k e d  a b o u t  h i s  i n a b i l i t y  t o  d e a l  w i t h  e m o t i o n s .  H i s  e f f o r t s  a t  w i t h d r a w a l  
w o u l d  b e  h a l t e d  b y  h i s  r e n e w e d  a w a r e n e s s  o f  h i s  e m o t i o n s  a n d  h i s  i n a b i l i t y  t o  h a n d l e  
t h e m .  A n o t h e r  r e s p o n d e n t  r e c o g n i s e d  l i i s  o w n  r o l e  in  t h e  p r o c e s s :
....no-one forced me to do it - it was all self choice at the time — just a case o f  making 
the wrong choices I  suppose. (2)
7. Previous attempts at stopping and failure to do so.
T h e r e  w e r e  m a n y  r e p o r t s  o f  p r e v i o u s  i f  f l e e t i n g  a t t e m p t s  a t  a b s t i n e n c e  in  t h e  p a s t .  O n e  
r e s p o n d e n t  s t o p p e d  c o m p l e t e l y  w h e n  s h e  b e c a m e  p r e g n a n t .  A n o t h e r  r e s p o n d e n t  s t o p p e d  
i n  o r d e r  t o  p l e a s e  a  g i r l  f r i e n d .  S o m e  h a d  t r i e d  t o  s t o p  a t  h o m e  w i t h  l i t t l e  s u c c e s s .  O t h e r s  
h a d  e x p e r i e n c e  o f  d e t o x i f i c a t i o n  p r o g r a m m e s  in  i n s t i t u t i o n a l  s e t t i n g s .  A l t h o u g h  s o m e
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f o u n d  t h i s  a n  e a s y  p r o c e s s  s o m e  f o u n d  t h e  i n s t i t u t i o n a l  s e t t i n g  a n d  r e q u i r e m e n t s  f a r  t o o  
d e m a n d i n g .  I n  o n e  p e r s o n ’ s  w o r d s :
. . . /  cold turkeyed it, I  couldn 7  stand being in S. -  to me it was like being in prison. I've 
been in so many institutions I  don 7  like being locked up. (6)
A n o t h e r  h a d  a  s i m i l a r  r e s p o n s e  t o  t h e  s a m e  i n s t i t u t i o n
. . .  /  went to S. .. lasted 4 days - 1just couldn 7  -  couldn 7  take the regime, the 
atmosphere. (2)
T h e  p r e s s u r e  o f  c o m m u n a l  l i v i n g  w a s  d e s c r i b e d  b y  o n  r e s p o n d e n t  a s  m a k i n g  l i i m  v e i y  
a n g r y  a n d  a g g r e s s i v e  s o  t h a t  h e  w o u l d  s t a r t  l a s h i n g  o u t .
A  d e t o x i f i c a t i o n  p r o g r a m m e  i s  s h o r t ,  a  m a t t e r  o f  d a y s  o r  w e e k s .  S o m e  h a d  m a n a g e d  t o  
c o m p l e t e  t h e  p r o g r a m m e  a n d  g e t  o f f  t h e  d r u g s  in  t h i s  w a y .  H o w e v e r  t h e  m u c h  g r e a t e r  
a c h i e v e m e n t  o f  s t a y i n g  o f f  d r u g s  w h e n  b a c k  i n  t h e  c o m m u n i t y  w a s  n o t  p o s s i b l e  f o r  t h e s e  
p e o p l e .  S o m e  a t t r i b u t e d  t h i s  f a i l u r e  t o  l a c k  o f  s u p p o r t .  T h e y  b e l i e v e d  s u p p o r t  w o u l d  
h a v e  e n a b l e d  t h e m  t o  s t a y  o f f  d r u g s .  O n e  r e s p o n d e n t  w h o  d id  h a v e  s u p p o r t ,  i n i t i a l l y  t h a t  
o f  h e r  m o t h e r  a n d  t h e n  h e r  p a r t n e r  d i d  d e s c r i b e  p e r i o d s  o f  t i m e  w h e n  s h e  w a s  a b l e  t o  s t o p  
u s i n g  d r u g s .
S u p p o r t  i s  a l s o  c o n s i d e r e d  b y  s o m e  t o  b e  e s s e n t i a l  in  h e l p i n g  t o  f i l l  t h e  g a p  l e f t  i n  l i f e  
w h e n  d r u g  u s e  s t o p s .
. . . .  you need support afterwards fo r  some time ... you just don 7  know what to do with 
your time -  its filling your time (I).
...I've got to get happy on something else then I  can come out o f it - i f  I  could get some 
work... (3)
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T w o  r e s p o n d e n t s  m e n t i o n e d  t h e  n e e d  t o  s t a y  f r o m  o t h e r s  w h o  a r e  d r u g  u s e r s  o t h e r w i s e  
t h e  u r g e  t o  r e - u s e  i s  i r r e s i s t i b l e .  I n c r e a s e d  s t r e s s  w a s  a s s o c i a t e d  w i t h  r e s t a r t i n g  f o r  s o m e .  
D e t o x i f y i n g  f o r  ‘ t h e  w r o n g  r e a s o n s ’ w a s  a l s o  g i v e n  a s  a  r e a s o n  f o r  r e t u r n i n g  t o  d r u g  u s e  -  
.,. doing it fo r  someone else, realising it was not really what I  wanted. (3)
T h u s  t h e s e  d r u g  u s e r s  h a d  a l l  a t  s o m e  t i m e  t r i e d  t o  g i v e  u p  t h e i r  d r u g  u s e .  T h e i r  r e a s o n s  
f o r  r e s t a r t i n g  r a n g e  f r o m  l a c k  o f  e x t e r n a l  r e s o u r c e s  t o  a  r e c o g n i t i o n  o f  t h e i r  o w n  
u n w i l l i n g n e s s  t o  l i v e  w i t h o u t  d r u g s  a t  t h a t  t i m e .  I n  m a n y  o f  t h e s e  r e a s o n s  i s  a n  i m p l i c i t  
a s s u m p t i o n  t h a t  i f  v a r i o u s  t i l i n g s  w e r e  i n  p l a c e  a b s t i n e n c e  c o u l d  b e  m a i n t a i n e d .
... i f  you had someone supporting you I  suppose it would he easier but if  you 're on your 
own and it's all on your own I  just couldn't cope with it. (1)
... now I  haven't got my own place ... /  would cpiite happily go back on to the stuff 
because I  haven't got anything to stop me from doing that. (3)
8. The experience of coming into treatment
A l l  r e s p o n d e n t s  h a d  a t  s o m e  t i m e  i n  t h e  p a s t  t r i e d  t o  g i v e  u p  d r u g  u s e  a n d  a l l  h a d  f a i l e d  t o  
d o  s o .  T h e y  w e r e  a s k e d  w h y  t h e y  c h o s e  t o  c o m e  t o  a  p r e s c r i b i n g  c l i n i c  f o r  t r e a t m e n t  a n d  
i n  p a r t i c u la r  w h y  n o w .  C y n i c a l l y  i t  c o u l d  b e  a n t i c i p a t e d  t h a t  a  p r e s c r i p t i o n  c o u l d  b e  
r e g a r d e d  a s  j u s t  a n o t h e r  s u p p l y  o f  o p i a t e s  a n d  o n e  w i t h  t h e  a d d e d  a t t r a c t i o n  o f  b e i n g  f r e e .  
I n  t h e  e v e n t  o n l y  o n e  p e r s o n  d e s c r i b e d  t h e  f r e e  s u p p l y  o f  d r u g s  a n d  t h e  f a c t  t h a t  t l i i s  
s u p p l y  i s  ‘ c l e a n ’ a s  p a r t  o f  l i i s  m o t i v a t i o n  t o  e n t e r  t r e a t m e n t  a t  t h i s  c l i n i c .  T h i s  p e r s o n  
w e n t  o n  t o  d i s c u s s  l i i s  d e t e r m i n a t i o n  n o w  t o  
...kick it all in now -.. need to get away from the drug scene. (2)
M o s t  o f  t h e  o t h e r  r e s p o n d e n t s  m a d e  v e r y  c l e a r  s t a t e m e n t s  a b o u t  a  d e c i s i o n  t o  g i v e  u p  
d r u g s  a l t o g e t h e r  u s i n g  t h e  p r e s c r i p t i o n  a s  p a r t  o f  t l i i s  p r o c e s s .  T h e y  h a v e  h a d  e n o u g h  o f
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t h e  d r u g  u s i n g  l i f e s t y l e  u s i n g  t e r m s  s u c h  a s  ‘ t i r e d  o f  i t ’ o r  ‘ f e d  u p  w i t h  i t ’ . F o r  o n e  t h e  
w a s t e  o f  l i f e  w a s  b r o u g h t  h o m e  b y  t h e  d r u g  r e l a t e d  d e a t h  o f  a  f r i e n d ,  a  g i r l  o f  o n l y  2 7  
w i t h  y o u n g  c h i ld r e n .
O n l y  t h e  y o u n g e s t  r e s p o n d e n t  m e n t i o n e d  o t h e r s  i n  h i s  d e c i s i o n  t o  s t o p .  H e  w a s  
f r i g h t e n e d  b y  p a n i c  a t t a c k s  a n d  f l a s h b a c k s  w h i c h  h e  e x p e r i e n c e d  f o l l o w i n g  h i s  
a d m i s s i o n  t o  h o s p i t a l  f o r  o v e r d o s e .  H i s  m o t h e r  a n d  f a t h e r  w e r e  s o  u p s e t  b y  h i s  
c o n t i n u e d  h e r o i n  u s e  t h a t  h e  s a y s  h e  s t o p p e d  f o r  t h e m .
9. Géttîng a Script
S o m e  o f  t h e  o l d e s t  r e s p o n d e n t s  t a l k e d  o f  t i m e s  i n  t h e  p a s t  w h e n  t h e y  h a d  f e l t  i t  
n e c e s s a r y  t o  b e  d e v i o u s  i n  p e r s u a d i n g  d o c t o r s  t o  g i v e  t h e m  a  p r e s c r i p t i o n  f o r  o p i a t e s .
... had to put a few holes in my arms, took some heroin and said . . I ’ve got a really 
bad heroin habit can you help m e?” (6)
... /  said I've got to catch a train in a couple o f  minutes - pushing the man to see what 
he would give m e .. (7)
... there are people who just want a free ride obviously (2)
This is what annoys me, I  have to apply fo r  two (extra) on the chance I'll get one. (7) 
F o r  w h a t e v e r  r e a s o n s  t h e s e  r e s p o n d e n t s  f e l t  t h a t  s u c h  d e c e p t i o n  w a s  n e c e s s a r y  i n  o r d e r  
t o  s e c u r e  a  p r e s c r i p t i o n .  H o p e f u l l y  a c c e s s  t o  t h i s  c l i n i c  i s  s u f f i c i e n t l y  o p e n  a n d  n o n -  
j u d g e m e n t a l  t h a t  p e o p l e  c a n  o b t a i n  t h e  a p p r o p r i a t e  p r e s c r i p t i o n  f o r  t h e i r  n e e d s  w i t h o u t  
r e s o r t i n g  t o  s u c h  t a c t i c s .
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10. Effects of being on a script
T h e  i m p a c t  o f  h a v i n g  a  r e g u l a r  p r e s c r i p t i o n  w a s  e x p e r i e n c e d  in  m a n y  d i f f e r e n t  a r e a s  o f  t h e  
r e s p o n d e n t s ’ l i v e s .  V e r y  p o s i t i v e  c h a n g e s  w e r e  r e p o r t e d  a n d  t h e s e  f a r  o u t w e i g h e d  t h e  
f e w  n e g a t i v e  e f f e c t s  e x p e r i e n c e d .
F i r s t l y  t h e  b e n e f i t s  w e r e  d e s c r i b e d  in  t e r m s  o f  h e l p i n g  t o  c o m e  o f f  d r u g s  a n d  j u s t  a s  
i m p o r t a n t l y  s t a y i n g  a w a y  f r o m  t h e  ‘ d r u g  s c e n e ’ .
... the good things are ... it will be easier fo r  me to come off (2)
  being on a script I  don 7 have to be in touch with dealers and that sort o f thing .(1)
... keeps me away from the drug scene. (3)
W o r k  o p p o r t u n i t i e s  a n d  r e l a t i o n s h i p s  a l s o  i m p r o v e d  a s  a  r e s u l t  o f  h a v i n g  t h e  s c r i p t .
... i f  you want to get a job  it is difficult, on methadone you can sort offunction better 
and do things. (8)
... now I  can workfor someone - 1 get satisfaction out o f it. (4)
... before that (the script) I  was falling out with my girlfriend, eveiy day ... (3)
O n e  o f  t h e  m o s t  f r e q u e n t l y  m e n t i o n e d  b e n e f i t s  a r o s e  b e c a u s e  t h e  d r u g  i s  f r e e  t o  t h e  
r e c i p i e n t .  T l i i s  m e a n t  t h a t  t h e  o l d  l i f e s t y l e  w i t h  i t s  a s s o c i a t e d  o f f e n d i n g  b e h a v i o u r  c a n  b e  
l e f t  b e h i n d .
... since I've been on the scrip t... / haven 7 been in any trouble. (I)
. . . .  A lot (better) because I  don 7 have to go out thieving or whatever to finance it. (6) 
 it just keeps me away from the crime scene. (2))
A  r e s p o n d e n t  w h o  h a d  a l w a y s  f u n d e d  h i s  d r u g  u s e  b y  d e a l i n g  e x p r e s s e d  t h e  r e l i e f  a t  n o  
l o n g e r  b e i n g  p a r t  o f  t h a t  w a y  o f  l i f e
... a lot o f stress, owing money to people, ... there's big people you owe money to and 
they can get (juite heavy. (3)
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T h e  p u r i t y  o r  ‘ c l e a n n e s s ’ o f  t h e  p r e s c r i b e d  d r u g s  i s  a l s o  i m p o r t a n t  t o  t h e s e  p e o p l e  a n d  
t h e y  d e s c r i b e  f e e l i n g  b e t t e r  in  t h e m s e l v e s  b e c a u s e  o f  t h a t .
T h e r e  a r e  a l s o  n e g a t i v e  a s p e c t s  t o  h a v i n g  a  s c r i p t .  T h e s e  c e n t r e d  o n  t h e  r i g i d  r o u t i n e  o f  
b e i n g  r e q u i r e d  t o  ‘p i c k  u p ’ f r o m  t h e  c h e m i s t  o n  s p e c i f i c  d a y  a n d  n o t  b e i n g  f r e e  t o  t r a v e l  
f o r  e x t e n d e d  p e r i o d s  o f  t i m e .  H o w e v e r  t h i s  w a s  c o n t r a s t e d  b y  s o m e  w i t h  t h e  o l d  d a y s  o f  
b e i n g  d o m i n a t e d  b y  t h e  n e e d  t o  f i n d  a  d e a l e r  a n d  f o r  o n e  t h e  r o u t i n e  t r i p s  t o  t h e  c h e m i s t  
a r e  t h o u g h t  o f  a s
..a little taster - which reminds you ... what it was like. (5)
O n l y  t h e  y o u n g e s t  r e s p o n d e n t  m e n t i o n e d  t h e  p h y s i c a l  c o m p l i c a t i o n s  o f  s t o m a c h  a c h e ,  
c o n s t i p a t i o n  a n d  d u l l e d  e m o t i o n s  a s  a  n e g a t i v e  e f f e c t  o f  t h e  s c r i p t .  T h e s e  a r e  a l l  s i d e  
e f f e c t s  o f  a n y  f o r m  o f  o p i a t e  u s e  a n d  s o  f a m i l i a r  a s  t o  b e  n e g l i g i b l e  t o  t h e  l o n g e r  t e r m  
u s e r s .
O n e  r e s p o n d e n t  w a s  c o n c e r n e d  a b o u t  t h e  t e m p t a t i o n  t o  m i s u s e  w h a t  h e  w a s  p r e s c r i b e d  b y  
s a v i n g  i t  a l l  u p  a n d  t a l c in g  i t  a l l  a t  o n c e .  H e  w a s  a l s o  c o n c e r n e d  t h a t  i f  i t  w a s  d a m a g e d  i n  
a n y  w a y  i t  w o u l d  n o t  b e  r e p l a c e d  a n d  c o n c l u d e d  t h a t  i t  w a s  j u s t  p r o l o n g i n g  t h e  h a b i t .
B y  f a r  t h e  m a j o r i t y  o f  s t a t e m e n t s  a b o u t  t h e  i m p a c t  o f  t h e  s c r i p t  o n  p e o p l e ’ s  l i v e s  w e r e  i n  
v e r y  g l o b a l  a n d  e m p h a t i c  t e r m s .  I n  e s s e n c e  t h e s e  s a y  t h a t  a  s c r i p t  h a s  g i v e n  t h e m  t h e i r  
l i v e s  b a c k .  T h e  v o i c e s  s p e a k  b e s t  f o r  t h e m s e l v e s :
... its brought my life back down to an acceptable level rather than Just going mad all 
the time. (1)
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.. its having my life back, having my children ..remembering every day instead o f  
remembering one out o f five. (5)
... just having a life again. (3)
... made my life normal again.
... just live a normal sort o f life really, quite good. (8)
F o r  t w o  r e s p o n d e n t s  ‘n o r m a l ’ i s  n o t  w a k i n g  u p  w o r i y i n g  a b o u t  h o w  t o  g e t  a  d r u g  s u p p l y  
f o r  t h a t  d a y .  F o r  t w o  o t h e r s  i t  i s  c a l m e r ,  l e s s  h e c t i c .  O n e  d e s c r i b e d  h o w  h e  i s  m u c h  m o r e  
s t a b l e  a n d  n o  l o n g e r  g e t s  t h e  p a n i c  a t t a c k s  h e  u s e d  t o  s u f f e r .  O n c e  a g a i n  t h e  v e r y  y o u n g  
u s e r  r e p o r t s  d i f f e r e n t  b e n e f i t s  -  h e  d e s c r i b e s  e v e r y t h i n g  b e i n g  a  l o t  e a s i e r  a n d  in  p a r t i c u l a r  
b e i n g  a b l e  t o  d e a l  w i t h  c r a v i n g s  n o w .  F o r  t h e  o l d e r  d r u g  u s e r s  c r a v i n g s  a r e  l e s s  i m p o r t a n t  
t h a n  t h e  w h o l e  c h a n g e  in  l i f e s t y l e  f a c i l i t a t e d  b y  h a v i n g  a  s c r i p t .
O n e  o f  t h e  o l d e s t  r e s p o n d e n t s  r e p o r t s  v e r y  f a v o u r a b l e  b e n e f i t s  t o  h a v i n g  a  s c r i p t  i n  ‘ t h e  
o l d  d a y s ’ a l t h o u g h  n o t  t h e  b e n e f i t s  w h i c h  w o u l d  b e  s o u g h t  b y  t h e  p r e s c r i b e r .
... it was good to be able to get that 15 amps eveiy day - makes you fee l nice, makes you 
fee l perky and up and able to do stuff - that was how I  was able to do ducking and 
diving. (6)
O n e  o f  t h e  h o p e d  f o r  b e n e f i t s  o f  p r e s c r i b i n g  a  s u b s t i t u t e  i s  t h a t  t h i s  w i l l  b e  s u f f i c i e n t  t o  
m e e t  t h e  p e r s o n ’ s  r e q u i r e m e n t s  a n d  t h a t  t h e r e  w i l l  b e  n o  f u r t h e r  u s e  o f  s t r e e t  d m g s .  
H o w e v e r  i t  i s  a c k n o w l e d g e d  t h a t  p e o p l e  d o  u s e  ‘ o n  t o p ’ o f  t h e i r  s c r i p t  a n d  i t  i s  h e l p f u l  t o  
u n d e r s t a n d  t h e i r  r e a s o n s  f o r  s o  d o i n g .  I f  t l i i s  i s  a  r e g u l a r  f e a t u r e  o f  t h e i r  l i v e s  t h e n  t h e  
s c r i p t  i s  n o t  f u l f i l l i n g  i t s  r o l e .  T h e  r e a s o n s  g i v e n  f o r  o c c a s i o n a l  e x t r a  d m g  u s e  m a y  
p r o v i d e  a n  o p p o r t u n i t y  t o  c h a n g e  s e r v i c e  p r o v i s i o n  a n d  s o  r e d u c e  t h i s  c o n t i n u e d  u s e  o f  
h a r m f u l  s t r e e t  d m g s .
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S o m e  d e s c r i b e d  u s i n g  o t h e r  d r u g s  b e c a u s e  t h e  d o s e  p r e s c r i b e d  w a s  n o t  c o r r e c t  a n d  t l i i s  
w a s  j u s t  a  p a s s i n g  p h a s e  u n t i l  t h e  d o s e  w a s  a d j u s t e d .  S e v e r a l  o t h e r s  m e n t i o n e d  u s i n g  
e x t r a  d r u g s  w h e n  t h e y  a r e  s t r e s s e d  o r  f e e l i n g  u n d e r  p r e s s u r e :
.... When a crisis happens and I'm not feeling good about m yself... (7)
. . . i f  bad things happen like I  get depressed  if  Ifeel really sort o f lonely, depressed
then I  might be tempted to use. (3)
... the only reason I  use something special i f  you're feeling a bit depressed. (3)
11. Self-Perception
H a v i n g  d e s c r i b e d  t h e i r  p r e v i o u s  l i v e s  a s  d r u g  u s e r s  a n d  t h e  i m p a c t  h a v i n g  a  p r e s c r i p t i o n  
h a s  h a d  o n  t h a t  l i f e s t y l e ,  t h e  r e s p o n d e n t s  w e r e  a s k e d  t o  t a l k  a b o u t  t h e i r  p e r c e p t i o n s  o f  
t h e m s e l v e s .  M a n y  f o u n d  t l i i s  d i f f i c u l t  t o  d o  a n d  t e n d e d  t o  d e s c r i b e  a s p e c t s  o f  t h e i r  l i v e s  
n o w  r a t h e r  t h a n  t h e m s e l v e s .
F i r s t l y  p e o p l e  w e r e  a s k e d  h o w  m u c h  t h e y  f e l t  i n  c o n t r o l  o f  t h e i r  l i v e s  n o w .  H a v i n g  g i v e n  
v e r y  f a v o u r a b l e  s t a t e m e n t s  a b o u t  t h e i r  i m p r o v e d  l i f e s t y l e s  i t  c o u l d  h a v e  b e e n  e x p e c t e d  
t h a t  a  h i g h  l e v e l  o f  c o n t r o l  w o u l d  h a v e  b e e n  r e p o r t e d .  F o r  s o m e  t h a t  w a s  t h e  c a s e :
.... Pretty well in control. (3)
..../fee l quite in control now. (6)
O n e  o f  t h e  o l d e s t  l o n g  t e n n  u s e r s  w h o  h a s  h a d  a  p r e s c r i p t i o n  f o r  h e r o i n  f o r  m a n y  y e a r s  
w a s  a d a m a n t  t h a t  h e  h a s  a l w a y s  b e e n  i n  c o n t r o l
. ..heroin doesn 't control me ... /  knew that I  am playing with something dangerous ... 
obviously its got a kick but is hasn't kicked me. I'm in control. (7)
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O t h e r s  d e s c r i b e  a  p a r t i a l  s e n s e  o f  c o n t r o l ,  a c k n o w l e d g i n g  t h a t  t h e  d r u g  w h i c h  t h e y  a r e  
p r e s c r i b e d  s t i l l  r u l e s  t h e i r  l i v e s  i n  s o m e  w a y s .
.. .more (in control) than I  have ever done hut less than I  'd like. (5)
T h e  r e m a i n d e r  d i d  n o t  f e e l  i n  c o n t r o l  a t  a l l  s t a t i n g  t h a t  t h e  d r u g  i s  s t i l l  in  c o n t r o l .
A s  b e f o r e ,  in  o r d e r  t o  u n d e r s t a n d  t h e  i m p a c t  o f  h a v i n g  a  s c r i p t  t h e  r e s p o n d e n t s  w e r e  f i r s t  
a s k e d  t o  d e s c r i b e  t h e m s e l v e s  a s  t h e y  w e r e  w h e n  t h e y  w e r e  u s i n g  s t r e e t  d r u g s ,  b e f o r e  
r e c e i v i n g  a  s c r i p t .  L o o k i n g  b a c k  o n  t h e m s e l v e s  m a n y  d e s c r i b e d  t h e m s e l v e s  in  v e r y  
n e g a t i v e  t e r m s  -
...cunning, deceitful, I  suppose an opportunist really .... I  was just bad, terrible, terrible 
.. I  used to hate myself for it. (2)
... pretty callous ... not very receptive to other people's feelings ... not a veiy nice 
person. (6)
... just tired o f everything - /  just hated eveiy thing, me, eveiy thing. (5)
... desperate - r d  do anything fo r money. (4)
T h e s e  v e r y  n e g a t i v e  s t a t e m e n t s  a b o u t  t h e m s e l v e s  a r e  o f t e n  e x p l a i n e d  i n  t e r m s  o f  t o t a l  
h e l p l e s s n e s s  a n d  l a c k  o f  r e s p o n s i b i l i t y  f o r  t h i s  b e h a v i o u r .  I t  i s  a l l  a t t r i b u t e d  t o  t h e  a l l  
c o n s u m i n g  n e e d  f o r  d r u g s .
 / just had to ... I  used to hate myself fo r  it ... (2)
... there was one thing that mattered, that was junk (heroin) eveiy thing centred around 
junk. (6)
.. used to be like a mission to get money all the time ... kind o f takes up all your time (8).
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O n e  r e s p o n d e n t  i n i t i a l l y  d e s c r i b e d  h i m s e l f  a s  f e e l i n g  q u i t e  g o o d  a s  a  d r u g  u s e r s  b u t  t h e n  
l a t e r  c o n t r a d i c t e d  t l i i s  s a y i n g  h e  d i d n ’ t  r e a l l y  l i k e  h i m s e l f  A n o t h e r  d e s c r i b e d  h i m s e l f  a s  
. .not much different to what I  am now .. sort o f manic depressive, (2)
S o m e  p e o p l e  f o u n d  i t  d i f f i c u l t  t o  c o p e  w i t h  t h e  r e a c t i o n s  o f  o t h e r s  t o  t h e i r  c h o s e n  
l i f e s t y l e .  T h e  s t e r e o t y p e  o f  a  j u n k i e  w a s  s o m e t h i n g  t h e y  a l l  r e s e n t e d .  I n  p a r t i c u l a r  a n  
a d v e r s e  r e s p o n s e  f r o m  f a m i l y  m e m b e r s  o r  p r o f e s s i o n a l s  w a s  w o r t h y  o f  c o m m e n t .  T h e  
l o n g  t e r m  p r e s c r i b e d  h e r o i n  u s e r  w a s  t h e  m o s t  a d a m a n t  o f  a l l  t h a t  h e  i s  n o t  a  j u n k i e .  H e  
d e s c r i b e s  h i m s e l f  a s  a n  a d d i c t  n o t  a  j u n k i e  -  a  j u n k i e  w i l l  s t i c k  a n y t h i n g  i n t o  h i s  b o d y .  H e  
c o n t r a s t s  h i m s e l f  w i t h  s o m e  o t h e r s  w h o  a t t e n d  t h e  c l i n i c  w h o m  h e  w o u l d  d e s c r i b e  a s  a n  
a d d i c t  a  p h o t o g r a p h  o f  h i s  b a b y  g r a n d d a u g h t e r  b e i n g  p r o o f  o f  h o w  u n l i k e  t h e  r e s t  h e  i s .  
B e i n g  s t i g m a t i s e d  a s  a  j u n k i e  w a s  d i f f i c u l t  f o r  a l l .  B e i n g  a  j u n k i e  p a r e n t ,  h o w e v e r ,  w a s  
o n e  o f  t h e  v e r y  w o r s t  a s p e c t s  o f  d r u g  u s e  f o r  t w o  o f  t h e  r e s p o n d e n t s .
... (a script) makes it easier to be a Mum, a proper Mum, not a junkie Mum. (5)
... /  didn 7 want them to grow up having a junkie as a fa th er.. I  want them to be proud o f  
m e.. (6)
I m p l i c i t  in  s o m e  o f  t h e  d e s c r i p t i o n s  o f  t h e m s e l v e s  a s  d r u g  u s e r s  a r e  m e n t a l  h e a l t h  
p r o b l e m s  f o r  w h i c h  d r u g  u s e  m a y  b e  a  f o r m  o f  s e l f  m e d i c a t i o n .  O n e  r e s p o n d e n t  d e f i n e s  
h i m s e l f  a s  m a n i c  d e p r e s s i v e ,  a n o t h e r  d e s c r i b e s  d e b i l i t a t i n g  a g o r a p h o b i a  a n d  d e p r e s s i o n ,  
y e t  a n o t h e r  a g g r e s s i o n  a n d  v i o l e n c e  p o s s i b l y  a s s o c i a t e d  w i t h  a  P e r s o n a l i t y  D i s o r d e r .
W h e n  a s k e d  t o  d e s c r i b e  t h e m s e l v e s  n o w ,  o n  a  s c r i p t  t h e  r e s p o n s e s  w e r e  v a r i e d .  S o m e  
d e s c r i b e d  t h e m s e l v e s  i n  a  m u c h  m o r e  p o s i t i v e  w a y  b o t h  p s y c h o l o g i c a l l y  a n d  p h y s i c a l l y .
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... I'm a better, nicer person. (3)
.. easy going, friendly, intelligent ...(6)
... a lot better than what I was (4)
T w o  o f  t h e  r e s p o n d e n t s  w e r e  m o r e  h e s i t a n t  a b o u t  t h e m s e l v e s ,  u n a b l e  t o  s a y  a n y t h i n g  
p o s i t i v e  a b o u t  t h e m s e l v e s ,  d e s c r i b i n g  t h e i r  d o u b t s  a b o u t  t h e  f t i t u r e  a n d  w h a t  i t  m i g h t  h o l d .  
F o r  t h e s e  in  p a r t i c u la r ,  t h e r e  i s  a  s e n s e  o f  p r e c a r i o u s n e s s  a n d  v u l n e r a b i l i t y  a b o u t  t h e i r  
p r e s e n t  s t a t e .
T h i s  i n a b i l i t y  t o  s e e  a  f u t u r e  a r i s e s  a g a i n  w h e n  a s k e d  t o  d e s c r i b e  t h e i r  i d e a l  s e l v e s .  O n e  
c o u l d  n o t  s e e  a  f u t u r e ,  a n  o l d e r  l o n g  t e r m  u s e r  e x p e c t e d  h i s  d r u g  u s e  “ t o  t a k e  i t s  t o l l  .. 
s o o n e r  o r  l a t e r ” .
O t h e r s  w e r e  a b l e  t o  c o n c e i v e  o f  a n  i d e a l  s e l f .  F o r  s o m e  b e i n g  o f f  a l l  d r u g s  w a s  t h e  f i r s t  
i d e a l  a n d  f o r  m o s t  w a n t i n g  w h a t  a  r e l a t i o n s l i i p ,  f r i e n d s ,  b e i n g  b u s y  w e r e  i m p o r t a n t .  O n l y  
t w o  h a d  c l e a r  i d e a s  a b o u t  w h a t  t h e y  w o u l d  l i k e  t o  d o  t o  e a r n  a  l i v i n g .  T w o  o t h e r s  in  
p a r t i c u la r  m e n t i o n e d  a  s p e c i f i c  d e s i r e  t o  “ p u t  s o m e t h i n g  b a c k ”  a s  b e i n g  i m p o r t a n t  t o  
t h e m .  T h i s  d e s i r e  t o  c o n t r i b u t e  p o s i t i v e l y  t o  o t h e r  p e o p l e ’ s  l i v e s  i s  i n  s h a r p  c o n t r a s t  t o  
t h e  d e s c r i p t i o n s  o f  t h e m s e l v e s  a s  d r u g  u s e r s  w h o  w e r e  s e l f - c e n t r e d  v i c t i m s  o f  a d d i c t i o n .
O f  r e l e v a n c e  t o  t h e s e  d e s c r i p t i o n s  o f  d r u g  u s e r s  a s  t h e y  p e r c e i v e d  t h e m s e l v e s  i s  a  s t u d y  b y  
F e n l e y  a n d  W i l l i a m s  ( 1 9 9 1 ) .  D r u g  u s e r s  p e r c e i v e d  t h e m s e l v e s  a s  d i f f e r e n t  f r o m  n o n  d r u g  
u s e r s  o n  a  n u m b e r  o f  v a r i a b l e s .  T h e y  p e r c e i v e d  t h e m s e l v e s  l e s s  f a v o u r a b l y  a n d  w e a k e r  
t h a n  d i d  n o n - a d d i c t s .  S c o r e s  o n  a  T r a n s a c t i o n a l  A n a l y s i s  s c a l e  r e v e a l e d  f o u r  s i g n i f i c a n t  
d i f f e r e n c e s  i n  t h e  s e l f - d e s c r i p t i o n s  o f  a d d i c t s  a n d  n o n  a d d i c t s .  H i g h  C r i t i c a l  p a r e n t  s c o r e s  
s u g g e s t e d  n a r c i s s i s m  a n d  s c e p t i c i s m .  H i g h  s c o r e s  o n  A d a p t e d  C h i l d  s u g g e s t  a  t e n d e n c y
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t o  w i t h d r a w  f r o m  r e a l i t y  a n d  s e e k  c o m f o r t  i n  t h e i r  f a n t a s i e s  a n d  h a v e  d i f f i c u l t y  d e a l i n g  
w i t h  s t r e s s .  L o w  s c o r e s  o n  N u r t u r i n g  P a r e n t  s u g g e s t s  p e o p l e  w h o  h a v e  a t t i t u d e s  t h a t  a r e  
e a s i l y  c h a n g e a b l e ,  w h o  b e c o m e  d i s o r g a n i s e d  u n d e r  s t r e s s  a n d  a r e  u n p r e d i c t a b l e  in  t h e i r  
b e h a v i o u r .  T h e i r  s c o r e s  o n  A d u l t  s u g g e s t  p e o p l e  w h o  a r e  u n a b l e  t o  c o p e  w i t h  t h e  
d e m a n d s  a n d  e x p e c t a t i o n s  p u t  u p o n  t h e m .  O n  a n o t h e r  s c a l e  in  t l i i s  s t u d y  a d d i c t s  s c o r e s  
w e r e  s u c h  a s  t o  i n d i c a t e  p e r s o n s  w h o  e n g a g e  i n  s e l f - d e f e a t i n g  b e h a v i o u r  a n d  w h o  a r e  
r e l u c t a n t  t o  c o m m i t  t o  a  d e f i n i t e  c o u r s e  o f  a c t i o n .  T h e y  a r e  u n p r e d i c t a b l e  a n d  c h a n g e a b l e  
i n  t h e i r  b e h a v i o u r  a n d  a t t i t u d e s ,  s e l f  i n d u l g e n t  a n d  l e s s  a b l e  t o  p e r s e v e r e  a t  a  s t e a d y  p a c e  
t o w a r d  a  d i s t a n t  g o a l .
T h e s e  d e s c r i p t i o n s  w o u l d  s e e m  t o  f i t  v e r y  w e l l  w i t h  t h e  s e l f  d e s c r i p t i o n s  e l i c i t e d  d u r i n g  
t h e s e  i n t e r v i e w s .
12. The value of the script and script related goals
H a v i n g  d e s c r i b e d  c h a n g e s  i n  t h e i r  l i f e s t y l e s  a n d  i n  t h e m s e l v e s  a s  a  r e s u l t  o f  b e i n g  o n  a  
s c r i p t ,  t h e  r e s p o n d e n t s  w e r e  a s k e d  a b o u t  t h e  v a l u e  o f  t h e  s c r i p t  t o  t h e m  a n d  w h a t  t h e y  
t h o u g h t  l i f e  w o u l d  b e  l i k e  i f  i t  w a s  n o  l o n g e r  a v a i l a b l e .  T h e  w o r d s  d o  n o t  c o n v e y  t h e  
s t r e n g t h  o f  f e e l i n g  in  t h e i r  r e p l i e s .
T h a t  t h e  s c r i p t  i s  a n  i m p o r t a n t  p a r t  o f  l i f e  w a s  i d e n t i f i e d  b y  a l l ,  b u t  f o r  m o s t  i t  i s  m o r e  
t h a n  i m p o r t a n t ,  i t  i s  v i t a l .
.... Next to my cbildreii and my partner, the most important thing in my life ..(5)
... its almost like water to anyone else - its like blood ..its got to be there every d a y . (2)
.. its eveiy thing to me at the moment. (I)
.. I  can 7 quantijy it - it has to be there ... its part o f what I am, part o f who I  am. ..
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... its the cement that holds my life together. (7)
I m a g i n i n g  l i f e  w i t h o u t  t h e  s c r i p t  p e o p l e  d e s c r i b e d  a  r a p id  r e t u r n  t o  t h e  v e r y  w o r s t  t i m e s  o f  
t h e i r  o l d  d r u g  u s i n g  l i f e s t y l e .  T w o  s a i d  t h a t  t h e y  t h o u g h t  t h e y  w o u l d  q u i c k l y  b e  b a c k  in  
p r i s o n  -  o r  d e a d .  S e v e r a l  m e n t i o n e d  b e i n g  s c a r e d  a t  t h e  v e r y  i d e a .
A l t h o u g h  t h e  p r o v i s i o n  o f  a  m a i n t e n a n c e  p r e s c r i p t i o n  a s s u m e s  a  v e r y  l o n g  t e r m  
c o m m i t m e n t  t o  c o n t i n u e  p r e s c r i b i n g ,  t h e r e  i s  a  h o p e  t h a t  t l i i s  p r e s c r i p t i o n  w i l l  in  f a c t  b e  
t h e  m e a n s  t o  t h e  r e c i p i e n t  e v e n t u a l l y  c o m i n g  o f f  d r u g s  a l t o g e t h e r ,  b e i n g  a b s t i n e n t  f r o m  
b o t h  i l l i c i t  a n d  p r e s c r i b e d  o p i a t e s .  A s  a  f i n a l  q u e s t i o n  t h e  r e s p o n d e n t s  w e r e  a s k e d  w h a t  
t h e i r  l o n g  t e r m  g o a l s  w e r e  in  r e l a t i o n  t o  t h e  p r e s c r i p t i o n  t h e y  a r e  n o w  r e c e i v i n g .  A l l  b u t  
t w o  w e r e  c l e a r  a b o u t  a  d e s i r e  e v e n t u a l l y  t o  s t o p  u s i n g  d r u g s  a l t o g e t h e r .  H o w e v e r ,  t l i i s  
d e s i r e  i s  o f t e n  t a l k e d  o f  r a t h e r  a s  a  h o p e  t h a n  a  p r o b a b i l i t y .
... r d  like to hope I  can (get off the script) - whether I  will is a different matter. (2)
... that was my idea .. to get sort o f stabilised and hopefully withdraw. (I)
O t h e r s  a r e  m o r e  c l e a r  a b o u t  t h i s  g o a l  a n d  s p e a k  w i t h  m o r e  c e r t a i n t y  a n d  d e t e r m i n a t i o n .
.. /  'm so determined - 1 want to get off o f  it. (1)
.. Yeah, that’s why I  came here- to get off. (5)
A l t h o u g h  g e t t i n g  o f f  w a s  t h e  g o a l  o f  o n e  r e s p o n d e n t  h e  a c k n o w l e d g e d  t h a t  i f  h e  w a s  s t i l l  
o n  i t  in  2  y e a r ’ s  t i m e  b u t  t h a t  e n a b l e d  h i m  t o  k e e p  a  j o b ,  h e  w o u l d  s t a y  o n .  A n o t h e r  
r e s p o n d e n t  t a l k e d  a b o u t  s o m e  p e o p l e  f i n d i n g  i t  a l m o s t  i m p o s s i b l e  t o  s t o p  b u t  d i d  n o t  s e e  
t h a t  t l i i s  m a t t e r e d  i f  t h e  s c r i p t  m a k e s  t h e m  f e e l  n o r m a l .
O n l y  t w o ,  b o t h  o l d e r ,  l o n g  t e r m  d r u g  u s e r s  h a d  n o  a m b i t i o n  t o  c o m e  o f f  a  s c r i p t .  O n e  h a d  
n o  p e r c e p t i o n  o f  h i m s e l f  a s  a b l e  t o  m a n a g e  w i t h o u t  d r u g s :
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... taking drugs enough now to Icnow I'm fighting a losing battle. (4)
T h e  o t h e r  w h o  h a d  b e e n  o n  a  h e r o i n  s c r i p t  s i n c e  t h e  e a r l y  d a y s  c l e a r l y  s t a t e d :
My one ambition here is to be left alone as I  am. (7)
F i n a l l y  s o m e  o f f e r e d  v i e w s  o f  t h e  s e r v i c e  t h e y  w e r e  r e c e i v i n g  f r o m  t h e  A c o r n  t e a m .  T h e y  
s t r e s s e d  t h e  v a l u e  o f  t h e  c l i n i c ,  o n e  c o m m e n t i n g  :
. .since coming I  can only say I ’ve met people who treat me as if  I'm not a drug ridden 
killer, baby rapist, you know, junkie. (7)
O t h e r s  m e n t i o n  t h e  e x t r a  s u p p o r t  t h e y  r e c e i v e  f r o m  t h e  t e a m  a s  b e i n g  e s s e n t i a l  t o  c o p i n g  
w i t h  t h e i r  a t t e m p t s  t o  c o n t r o l  t h e i r  d r u g  u s e .
... .its not just coming and getting the drugs, its T. coming roundfor a chat ... 
perks me up, just to have an intelligent conversation. (6)
... Ifin d  the sort o f support and to have someone to talk to like R. ... feels a lot more 
easier, less stressful than it otherwise would be ..the added support it just takes away all 
the negative side o f it. (2)
... you laiow if  there’s a sort of crisis or something ... you've got some sort o f support 
there at the end o f the day. (I)
C l e a r l y  t h e  i n t a n g i b l e  a s p e c t s  o f  c o m i n g  i n t o  t r e a t m e n t  a r e  j u s t  a s  i m p o r t a n t  a s  t h e  
p r e s c r i p t i o n  i t s e l f .  B e i n g  v a l u e d  a n d  t r e a t e d  w i t h  r e s p e c t  a n d  h a v i n g  a c c e s s  t o  s u p p o r t  i s  
a  n e w  e x p e r i e n c e  f o r  m a n y  o f  t h e s e  c l i e n t s .  A  c o n t r a s t  w i t h  t h e  s t i g m a ,  l o n e l i n e s s  a n d  
d e s p a i r  a s s o c i a t e d  w i t h  t h e i r  d r u g  u s i n g  l i v e s .
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T h e s e  p e o p l e  a r e  l i v i n g  i n  a  v e r y  t e n u o u s  w o r l d .  T h e y  h a v e  m o v e d  f r o m  a  l i f e  w l i i c h  i n  
r e t r o s p e c t  t h e y  d e s p i s e  t o  h a v i n g  a  m u c h  i m p r o v e d  l i f e s t y l e .  A s s o c i a t e d  w i t h  t l i i s  a r e  
m u c h  m o r e  p o s i t i v e  p e r c e p t i o n s  o f  t h e m s e l v e s  a s  p e o p l e  w i t h  p o t e n t i a l  t o  l i v e  m e a n i n g f u l  
l i v e s .  A l l  t h i s  m a d e  p o s s i b l e  b y  a  s m a l l  p i e c e  o f  p a p e r  g i v e n  o u t  b y  a  p o w e r f u l  a u t h o r i t y .  
P o w e r f u l  b e c a u s e  t l i i s  p r i v i l e g e  c a n  b e  w i t h d r a w n  a t  a n y  t i m e ,  p a r t i c u l a r l y  i f  t h e  r u l e s  a r e  
b r o k e n .  I t  i s  n o  w o n d e r  t h a t  t h i s  p o s i t i o n  i s  e x p e r i e n c e d  b y  t h e m  a s  p r e c a r i o u s .
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S U M M A R Y  A N D  C O N C L U S I O N S
W i t h i n  t h e  d i v e r s i t y  o f  t h e s e  i n t e r v i e w s ,  t h r e e  c l e a r  a n d  c o n s i s t e n t  t h e m e s  e m e r g e .
T h e  f i r s t  i s  t h e  d r u g  u s i n g  c a r e e r  ( F i g u r e  1 ) .  V e r y  e a r l y  f i r s t  u s e  o f  d r u g s  i s  c o n s p i c u o u s  
a m o n g  r e s p o n d e n t s .  T l i i s  e a r l y  d r u g  u s e  i s  e x p e r i e n c e d  a s  n o r m a l  w i t h i n  t h e i r  p e e r  g r o u p s  
a s  i s  t h e  w i d e  r a n g i n g  a n d  d a n g e r o u s  e x p e r i m e n t a t i o n  i n t o  w h i c h  t h e y  a r e  q u i c k l y  d r a w n .  
D r u g s  r a p i d l y  b e c o m e  a  p r e d o m i n a n t  f e a t u r e  in  t h e i r  l i v e s  t o  t h e  e x c l u s i o n  o f  m o r e  u s u a l  
p r i o r i t i e s .  T h i s  i s  a  d i f f e r e n t  s c e n a r i o  f r o m  t h a t  o f  r e c r e a t i o n a l  ( R a v e )  d r u g  u s e r s  w h o  t e n d  
t o  u s e  o n e  t y p e  o f  d r u g  a t  p a r t i c u la r  o c c a s i o n s ,  u s u a l l y  c o n f i n e d  t o  w e e k e n d s  ( K e e n e ,
1 9 9 6 ) .
T h e  q u e s t  f o r  m o r e  a n d  b e t t e r  d r u g  e f f e c t s  a l m o s t  i n e v i t a b l y  i n v o l v e s  a  l i f e  o f  c r i m e .  
R e l a t i o n s h i p s  a n d  w o r k  d o  n o t  s u r v i v e  t h e  l i f e s t y l e  a n d  u n p r e d i c t a b i l i t y  a s s o c i a t e d  w i t h  t h i s  
l e v e l  o f  d r u g  t a k i n g .  H e a l t h  d e t e r i o r a t e s  a l t h o u g h  t h i s  i s  g i v e n  l i t t l e  h e e d .  A s  t h e  d r u g  u s e r  
b e c o m e s  p h y s i c a l l y  a n d  p s y c h o l o g i c a l l y  d e p e n d e n t  o n  a  r e g u l a r  s u p p l y  o f  d r u g s  t h i s  h a s  l e d  
f o r  t h e s e  p e o p l e ,  w i t h  o n e  e x c e p t i o n ,  t o  t h e  l o s s  o f  e v e r y t h i n g  m e a n i n g f u l  in  t h e i r  l i v e s .
T h e  e x c e p t i o n  i s  t h e  o n e  w h o  h a s  a l w a y s  u s e d  p h a r m a c e u t i c a l  h e r o i n  a n d  h a s  a l w a y s  
w o r k e d  a n d  m a i n t a i n e d  a  s t a b l e  r e l a t i o n s h i p  a n d  f a m i l y .
T h e  f o u r  o l d e s t  r e s p o n d e n t s ,  o n e  in  h i s  l a t e  3 0 ’ s  a n d  t h e  o t h e r s  i n  t h e i r  l a t e  4 0 ’ s  d e s c r i b e  
b e i n g  t i r e d  o f  t h i s  l i f e s t y l e  a n d  b o t h  u n a b l e  a n d  u n w i l l i n g  t o  s u s t a i n  i t  a n y  l o n g e r .  T h e s e  a r e  
t h e i r  r e a s o n s  f o r  a t t e m p t i n g  t o  s t o p  t h i s  p a t t e r n  o f  d r u g  u s e .  T h o s e  i n  t h e i r  2 0 ’ s  h a v e  a  
c l e a r  v i s i o n  o f  h o w  l i f e  c o u l d  a n d  s h o u l d  b e  d i f f e r e n t  a n d  t h e r e  i s  a  f e e l i n g  o f  w a n t i n g  t o  
s t o p  n o w  w h i l e  i t  i s  s t i l l  p o s s i b l e  a n d  a  ‘n o r m a l ’ l i f e  m a y  s t i l l  b e  w i t l i i n  t h e i r  g r a s p .
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DRUG USING CAREER
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T h e  v e r y  y o u n g e s t  d i s l i k e s  t h e  d i s c o m f o r t  a s s o c i a t e d  w i t h  h i s  d r u g  u s e  i n c l u d i n g  t h e  
a g g r a v a t i o n  i t  c a u s e s  w i t h  h i s  p a r e n t s .  I t  w o u l d  b e  o f  i n t e r e s t  t o  s e e  w h e t h e r  t h i s  v e r y  e a r l y  
i n t e r v e n t i o n  in  a  p o t e n t i a l l y  d r u g  u s i n g  c a r e e r  i s  i n d e e d  e f f e c t i v e  in  p r e v e n t i n g  t h e  d e c l i n e  in  
l i f e s t y l e  e x p e r i e n c e d  b y  t h e  o t h e r s .
T h e  e x p e r i e n c e  o f  r e c e i v i n g  a  s c r i p t  i s  s e e n  b y  a l l  a s  t h e  o p p o r t u n i t y  t o  s t a b i l i s e  a n d  
‘ n o r m a l i s e ’ t h e i r  l i v e s .  A l t h o u g h  t h e y  w o u l d  l i k e  t o  b e  a b l e  t o  c o p e  w i t h o u t  a  s c r i p t  t h e y  
p r e f e r  t o  d e v e l o p  t h a t  s t a b i l i t y  e v e n  i f  t h a t  m e a n s  a  l o n g  t e r m  s c r i p t  t h a n  f a c e  t h e  
a l t e r n a t i v e .  T h e  a l t e r n a t i v e  q u i t e  c l e a r l y  f r o m  t h e i r  p o i n t  o f  v i e w  i s  p r i s o n  o r  d e a t h ,  b o t h  
f a i r l y  im m i n e n t .
T h e  s e c o n d  t h e m e  w h i c h  c a n  b e  e l i c i t e d  f r o m  t h e s e  i n t e r v i e w s  i s  t h a t  o f  l o w  s e l f  e s t e e m .  
F i g u r e  2 .  A g a i n  w i t h  t h e  e x c e p t i o n  o f  t h e  m a n  o n  a  h e r o i n  s c r i p t  a l l  h a d  v e i y  l o w  s e l f  
e s t e e m  a t  t h e  t i m e  o f  t h e  i n t e r v i e w .  T h i s  i s  m a n i f e s t  in  s t a t e m e n t s  a b o u t  t h e m s e l v e s  a n d  
t h e i r  d o u b t s  a b o u t  t h e i r  a b i l i t y  t o  c o m e  o f f  d r u g s .  A s  t h e y  d e s c r i b e  t h e i r  f o r m e r  l i v e s  i t  i s  
c l e a r  t h a t  t h e s e  p e o p l e  h a v e  a l w a y s  h a d  a  v e r y  l o w  s e n s e  o f  s e l f  w o r t h .
S t u d i e s  w i t h  a d o l e s c e n t s  h a v e  a l s o  f o u n d  a  r e l a t i o n s l i i p  b e t w e e n  s e l f  e s t e e m  a n d  d r u g  u s e .  
T a y l o r  a n d  P i l a r  ( 1 9 9 2 )  f o u n d  t h a t  b o t h  l o w  s e l f  e s t e e m  a n d  h i g h  g e n e r a l  a n x i e t y  w e r e  
a s s o c i a t e d  w i t h  h i g h e r  r e p o r t e d  d r u g  u s e .  I n  a  l o n g i t u d i n a l  s t u d y ,  l o w  s e l f  e s t e e m  w a s  
i m p l i c a t e d  a s  a  p r e c u r s o r  t o  d r u g  u s e  in  a d o l e s c e n c e  ( O r m s t e a d  et al, 1 9 9 1 ) .  H o w e v e r ,  
b o t h  o f  t h e s e  s t u d i e s  w e r e  w i t h  a  n o n - c l i n i c a l  p o p u l a t i o n  a n d  t h e r e f o r e  a  v e r y  d i f f e r e n t  
p a t t e r n  o f  d r u g  u s e  f r o m  t h e  c u r r e n t  s t u d y .
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I n  a  s t u d y  w i t h  p a t i e n t s  a t t e n d i n g  a  D r u g  D e p e n d e n c y  U n i t ,  ( G o s s o p ,  1 9 7 6 )  f o u n d  t h a t  
d r u g  u s e r s  s h o w e d  d e f i c i e n c i e s  in  s e l f  e s t e e m  a s  c o m p a r e d  t o  a  c o n t r o l  g r o u p .  G o s s o p  
m a k e s  t h e  p o i n t  t h a t  d e f i c i e n c i e s  in  s e l f  e s t e e m  m a y  b e  a  c o n s e q u e n c e  o f  d e p e n d e n c e  o n  
d r u g s .
S o m e  m e n t i o n  g o o d  t i m e s  in  t h e i r  v e r y  e a r l y  d r u g  u s i n g  c a r e e r s  b u t  e s s e n t i a l l y  t h e i r  
d e s c r i p t i o n s  o f  t h e i r  l i v e s  a r e  f u l l  o f  n e g a t i v e  t h o u g h t s  a b o u t  t h e m s e l v e s  a n d  t h e  w a y  o t h e r s  
s a w  t h e m .  T h e  i m p a c t  o f  c h i l d h o o d  e x p e r i e n c e s  o n  t h e i r  s e l f  e s t e e m  i s  a n  a r e a  w o r t h y  o f  
f u r t h e r  e x p l o r a t i o n .  A s  d i s c u s s e d  e a r l i e r ,  s t u d i e s  h a v e  f o u n d  t h a t  n e g a t i v e  c h i l d h o o d  
e x p e r i e n c e s  a n d  p r o b l e m a t i c  s c h o o l i n g  a r e  a s s o c i a t e d  w i t h  l a t e r  d r u g  u s e .  I t  i s  p o s s i b l e  t h a t  
v e r y  l o w  s e l f  e s t e e m  in  c h i l d h o o d  i s  a  r e a s o n  w h y  d r u g  u s e  i s  s o  a t t r a c t i v e  t o  t h e s e  
y o u n g s t e r s .  T h e r e  i s  n o  e v i d e n c e  f r o m  t h e s e  p e o p l e  t h a t  l o w  s e l f  e s t e e m  i s  a  c o n t r i b u t i n g  
f a c t o r  in  b e i n g  u n a b l e  t o  ‘J u s t  s a y  n o ’ t o  d r u g s  w h e n  o f f e r e d .  R a t h e r  u s i n g  d r u g s  b o o s t s  
t h e i r  c o n f i d e n c e ,  m a k e s  t h e m  f e e l  t h a t  t h e y  b e l o n g  a n d  c a n  h a v e  a  g o o d  t i m e  a s  t h e y  
p e r c e i v e  e v e r y o n e  e l s e  t o  b e  d o i n g .  I n  a d d i t i o n  u s i n g  d r u g s  f o r  m a n y  w a s  a  w a y  t o  e s c a p e  
t h e  p r e s s u r e s  o f  l i f e .  T h u s  e a r l y  d r u g  u s e  w o u l d  g i v e  a  t e m p o r a r y  r a i s e  t o  s e l f  e s t e e m .  
H o w e v e r ,  a s  t h e  d r u g  u s i n g  c a r e e r  p r o g r e s s e s  s e l f  e s t e e m  p l u m m e t s  a s  w h e n  n o t  u n d e r  t h e  
i n f l u e n c e  o f  d r u g s  t h e s e  p e o p l e  a r e  a w a r e  o f  t h e  e x t e n t  t o  w h i c h  t h e i r  l i v e s  h a v e  
d e t e r i o r a t e d .
M o s t  d e s c r i b e d  f e e l i n g  b e t t e r  a b o u t  t h e m s e l v e s  w h i l e  r e c e i v i n g  a  s c r i p t .  A l t h o u g h  t h e  
s c r i p t  e n a b l e s  t h e m  t o  s t a b i l i s e  t h e i r  l i v e s ,  t h e  i m p r e s s i o n  g i v e n  w a s  t h a t  i t  w a s  t h e  s u p p o r t  
a n d  r e s p e c t  t h a t  t h e y  e x p e r i e n c e d  f r o m  t h e  s e r v i c e  w h i c h  w a s  o f  m o s t  h e l p  t o  t h e m .  A s
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t h e i r  s e l f  e s t e e m  i m p r o v e s  t h e y  a r e  m o r e  l i k e l y  t o  f e e l  a b l e  t o  d e v e l o p  n e w  c o p i n g  s k i l l s  a n d  
m o v e  a w a y  f r o m  t h e i r  d e p e n d e n c y  o n  a  d r u g .
F in a l l y ,  a n d  r e l a t e d  t o  t h e  i s s u e  o f  s e l f - e s t e e m  i s  t h e  t h e m e  o f  s e l f - d e s t r u c t i o n ,  F i g u r e  3 .  
O n c e  a g a i n  c h i l d h o o d  e x p e r i e n c e s  w h i c h  w e r e  m e n t i o n e d  i m b u e d  a  s e n s e  o f  w o r t h l e s s n e s s .  
A n  e l e m e n t  o f  r e b e l l i o n  in  t h e i r  e a r l y  d r u g  u s e  c o u l d  b e  a  r e s p o n s e  t o  t h i s  w o r t h l e s s n e s s . ,  
t h e y  c o n v e y e d  a  n o t i o n  t h a t  i f  n o b o d y  e l s e  c a r e s  a b o u t  t h e m  t h e n  w h y  s h o u l d  t h e y  
t h e m s e l v e s .
T h i s  d i s r e g a r d  f o r  t h e m s e l v e s  i s  c l e a r  a s  t h e y  l a t e r  d e s c r i b e  a l l  t h e  r i s k s  w h i c h  t h e y  k n o w  
t h e y  a r e  t a k i n g  b y  c o n t i n u i n g  a  d e p e n d e n t  d r u g  u s i n g  l i f e s t y l e .  F o r  o n e  o r  t w o  t h e r e  w a s  a n  
a t t r a c t i v e  e l e m e n t  o f  e x c i t e m e n t  in  t h e s e  r i s k s  in  t h e  e a r l y  d a y s .  F o r  m o s t  i t  w a s  a  c a s e  o f  
‘ d i c i n g  w i t h  d e a t h ’ , n o t  f r o m  a n  e x c i t e m e n t  p o i n t  o f  v i e w  b u t  f r o m  a  p a s s i v e  s u r r e n d e r i n g  
t o  l u c k .  T h e y  s e e m  t o  h a v e  a  f a t a l i s t i c  a p p r o a c h  t o  l i f e .  T h i s  a t t i t u d e  i s  m o s t  b l a t a n t l y  
e x p r e s s e d  i n  t h e i r  a c k n o w l e d g m e n t  o f  a n d  d i s r e g a r d  f o r  t h e  r i s k s  a s s o c i a t e d  w i t h  d r u g  
o v e r d o s e .
T h u s  f r o m  t h e  s t o r i e s  o f  t h e s e  l o n g  t e r m  d e p e n d e n t  d r u g  u s e r s  l o w  s e l f  e s t e e m  a n d  s e l f  
w o r t h  c o n t r i b u t e s  t o  t h e i r  s t a r t i n g  t o  u s e  d r u g s  v e r y  y o u n g .  L o w  s e l f  e s t e e m  a n d  s e l f  w o r t h  
t h e n  p e r p e t u a t e  a n d  a r e  e x a c e r b a t e d  b y  t h e i r  c o n t i n u e d  d r u g  u s e .  T l i i s  c o n t i n u e s  t o  t h e  
p o i n t  w h e r e  t h e y  p e r c e i v e  t h e m s e l v e s  a s  u n a b l e  t o  c h a n g e  a n d  n o t  d e s e r v i n g  o f  a n y t l i i n g  
b e t t e r .  I t  i s  p o s s i b l e  t h a t  t h e  p r e s c r i p t i o n  a n d  i t s  a t t e n d a n t  s u p p o r t i v e  c o n t a c t  w i t h  t e a m  
m e m b e r s  a c t s  a s  a  c a t a l y s t  t o  i n i t i a t e  a  c h a n g e  in  s e l f  p e r c e p t i o n .
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Figure 3
SELF DESTRUCTION
Childhood Experiences
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Violent Lifestyle 
High risk drug taking behaviour - 
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Awareness of risks
I
Own experiences o f overdose 
Death offriends from drug effects 
o f under the influence o f drugs
Unwilling or unable to stop 
I
Careless o f  consequences o f dr ug use 
Occasionally deliberately trying to kill self 
Often accepting likelihood o f 'accidental ’ death
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T h e  o b s e r v a t i o n  o f  E i s e r  a n d  G o s s o p  ( 1 9 7 9 )  t h a t  d r u g  u s e r s  p e r c e i v e  t h e m s e l v e s  a s  ‘ s i c k ’ 
o r  h e l p l e s s  ‘ a d d i c t s ’ i s  r e p e a t e d  i n  t h e s e  i n t e r v i e w s .  H o w e v e r  t h i s  e i t h e r / o r  s e l f  p e r c e p t i o n  
a m o n g s t  t h i s  s m a l l  g r o u p  i s  r e l a t e d  q u i t e  s p e c i f i c a l l y  t o  t h e  l e n g t h  o f  t h e i r  d r u g  u s i n g  
c a r e e r .  T h e  y o u n g e r  u s e r s  s a w  t h e m s e l v e s  a s  n e e d i n g  h e l p  w h i c h  w o u l d  e n a b l e  t h e m  t o  
c h a n g e .  T h o s e  a t  t h e  e n d  o f  t h e  d r u g  u s i n g  c a r e e r s  s a w  t h e m s e l v e s  a s  a d d i c t s  w h o  w o u l d  
f o r e v e r  b e  a d d i c t e d  a n d  w o u l d  t h e r e f o r e  f o r e v e r  a l w a y s  r e q u i r e  a  p r e s c r i p t i o n .
F i n a l l y ,  a n  o b s e r v a t i o n  o n  t h e  t h r e e  o l d e s t  r e s p o n d e n t s .  T h e s e  w e r e  a l l  v e r y  l o n g  t e r m  d r u g  
u s e r s  a n d  h a d  u s e d  d a n g e r o u s  c o c k t a i l s  a n d  a m o u n t s  o f  d r u g s  f o r  l a r g e  p a r t s  o f  t h e i r  l i v e s .  
T h e s e  t h r e e  w e r e  h a d  t h e  g r e a t e s t  d i f f i c u l t y  in  s t a y i n g  f o c u s e d  o n  t h e  t o p i c s  o f  c o n c e r n .  
E x c e s s i v e  e l a b o r a t i o n ,  b o r d e r i n g  o n  c o n f a b u l a t i o n  m e a n t  t h a t  t h e s e  w e r e  l o n g  a n d  r a m b l i n g  
i n t e r v i e w s .  P e r h a p s  t h e y  w e r e  n a t u r a l l y  l o q u a c i o u s  b u t  t h e  p o s s i b i l i t y  o f  b r a i n  d a m a g e  
c o n s e q u e n t  u p o n  s o  m u c h  a n d  s u c h  p r o l o n g e d  d r u g  u s e  c o u l d  n o t  b e  r u l e d  o u t .
I n  t h i s  s t u d y  d r u g  u s e  a n d  t h e  i m p a c t  o f  a  m a i n t e n a n c e  p r e s c r i p t i o n  h a v e  b e e n  e x p l o r e d  
f r o m  t h e  d r u g  u s e r ’ s  p e r s p e c t i v e .  I t  i s  n o t  p o s s i b l e  t o  d e t e r m i n e  h o w  t y p i c a l  t h e s e  
r e s p o n s e s  a r e  o f  o t h e r  d r u g  u s e r s .  H o w e v e r ,  t h e r e  i s  s u c h  c o n s i s t e n c y  in  t h e  r e s p o n s e s  t h a t  
t h e  i m p l i c a t i o n s  o f  t h i s  r e s e a r c h  m a y  b e  v a l i d  f o r  o t h e r  d r u g  u s e r s .
I n  t h e  a t t e m p t  t o  a m e l i o r a t e  t h e  d a m a g i n g  e f f e c t s  o f  d r u g  u s e  a l l  a v a i l a b l e  i n f o r m a t i o n  
s h o u l d  i n f o r m  s e r v i c e  p r o v i s i o n .  T h i s  s t u d y  s u g g e s t s  t h a t  t h e  f o l l o w i n g  a r e a s  a r e  w o r t h y  o f  
c o n s i d e r a t i o n :
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1 . F a i l u r e  t o  a d d r e s s  d i f f i c u l t i e s  e x p e r i e n c e d  in  c h i l d h o o d  m a y  b e  a  f a c t o r  in  l a t e r  
p r o b l e m a t i c  d r u g  u s e .  W h i l s t  l i t t l e  c a n  b e  d o n e  a b o u t  a d v e r s e  h o m e  c o n d i t i o n s  
s u p p o r t  w i t h  d i s t r e s s  a n d  s c h o o l i n g  p r o b l e m s  m a y  b e  b e n e f i c i a l .  E f f e c t i v e  
i n t e r v e n t i o n s  w o u l d  d e v e l o p  c o p i n g  s k i l l s ,  s e l f - e s t e e m  a n d  a b i l i t y  t o  d e a l  w i t h  
e m o t i o n s .
2 .  I t  i s  d i f f i c u l t  t o  s e e  h o w  s e r v i c e s  c a n  i n f l u e n c e  e a r l y ,  c h a o t i c  d r u g  u s e  e x c e p t  b y  
t h e  p r o v i s i o n  o f  h a r m  r e d u c t i o n  l i t e r a t u r e  s o  t h a t  p e o p l e  a r e  f u l l y  a w a r e  o f  s a f e r  
w a y s  t o  u s e  d r u g s  a n d  a p p r o p r i a t e  r e s p o n s e s  t o  o v e r d o s e .  E f f e c t i v e  o u t r e a c h  
s e r v i c e s  c a n  i n f i l t r a t e  d r u g  u s i n g  c o m m u n i t i e s  w h o  m a y  n o t  b e  i n  t o u c h  w i t h  
m o r e  c o n v e n t i o n a l  s e r v i c e s .
3 .  S e r v i c e s  s h o u l d  b e  v e r y  a c c e s s i b l e  a t  t h o s e  t i m e s  w h e n  p e o p l e  a r e  c o n s i d e r i n g  
t r y i n g  t o  c h a n g e  t h e i r  l i v e s  a n d  b r e a k  a w a y  f r o m  d r u g  u s e .  O n c e  a g a i n  
e f f e c t i v e  o u t r e a c h  c a n  i n c r e a s e  a c c e s s i b i l i t y .
4 .  A l t h o u g h  t h e  p r o v i s i o n  o f  t h e  p r e s c r i p t i o n  i s  t h e  k e y  f e a t u r e  h e l p i n g  p e o p l e  
c o m e  o f f  d r u g s  i t  i s  t h e  a n c i l l a r y  s e r v i c e s  w h i c h  p e o p l e  a l s o  v a l u e .  B e i n g  
t r e a t e d  w i t h  r e s p e c t ,  h e l p e d  w i t h  p r a c t i c a l  i s s u e s  s u c h  a s  h o u s i n g ,  j o b  h u n t i n g ,  
a l l  f a c i l i t a t e  t h e  d i f f i c u l t  m o v e  a w a y  f r o m  t h e  o n l y  f o r m  o f  l i f e  t h e y  k n e w .  T h e r e  
i s  a  r o l e  h e r e  f o r  C o m m u n i t y  S u p p o r t  W o r k  i n  t r y i n g  t o  g e t  b a c k  a  ‘n o r m a l ’ l i f e  
p a t t e r n  a n d  b e f r i e n d i n g .  I n  a d d i t i o n  f o r  m a n y  a  m o r e  p s y c h o l o g i c a l  i n p u t  w o u l d  
a l s o  b e  b e n e f i c i a l  i n  o r d e r  t o  a d d r e s s  t h e  m e n t a l  h e a l t h  i s s u e s  w h i c h  e i t h e r  p r e ­
d a t e  o r  a r i s e  o u t  o f  l o n g  t e r m  d r u g  u s e .
F o r  t h e s e  d r u g  u s e r s  t h i s  i s  a  s t o r y  o f  s a d n e s s  a n d  r e g r e t  f o r  p a s t  b e h a v i o u r  b u t  a l s o  o n e  o f  
h o p e  f o r  t h e  f u t u r e .  T h e  c o s t  o f  a  p r e s c r i p t i o n  a n d  a p p r o p r i a t e  s u p p o r t  w o u l d  s e e m  a  s m a l l
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p r i c e  t o  p a y  f o r  t h e  i m p r o v e m e n t  i n  q u a l i t y  o f  l i f e  f o r  b o t h  t h e  u s e r s  t h e m s e l v e s  a n d  t h e  
c o m m u n i t y  a s  a  w h o l e  w h i c h  t h e s e  i n t e r v i e w s  d e s c r i b e .
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Appendix 1
INTRODUCTION TO INTERVIEW
T h i s  i n t e r v i e w  i s  p a r t  o f  a  r e s e a r c h  s t u d y  i n  w h i c h  w e  a r e  t r y i n g  t o  u n d e r s t a n d  w h a t  i t  
m e a n s  t o  s o m e o n e  t o  b e  o n  a  s c r i p t .  E v e r y t h i n g  in  t h i s  i n t e r v i e w  i s  s t r i c t l y  c o n f i d e n t i a l .  
N o n e  o f  t h i s  i n f o r m a t i o n  i s  a v a i l a b l e  t o  t h e  c l i n i c  t e a m .  T h e  r e s u l t s  o f  t h e  i n t e r v i e w s  w i l l  b e  
w r i t t e n  a n o n y m o u s l y  -  t h e r e  w i l l  b e  n o  w a y  i n  w h i c h  y o u r  c o m m e n t s  c a n  b e  i d e n t i f i e d .
I  w o u l d  l i k e  t o  h e a r  f r o m  y o u  w h a t  a  s c r i p t  m e a n s  t o  y o u  -  t h i s  i s  y o u r  s t o i y ,  t e l l  m e  a s  
m u c h  o r  a s  l i t t l e  a s  y o u  w a n t .  I t  w o u l d  h e l p  m e  i f  w e  c o u l d  f i r s t  o f  a l l  t a l k  a b o u t  y o u r  
s t a r t i n g  t o  u s e  d r u g s ,  t h e n  w h a t  i t  w a s  l i k e  w h e n  y o u  w e r e  u s i n g  d r u g s  a n d  f i n a l l y  w h a t  i t  i s  
l i k e  o n  a  s c r i p t  -  w h a t  d i f f e r e n c e  d o e s  i t  m a k e ?
A r e  y o u  h a p p y  w i t h  t h i s ?  D o  y o u  h a v e  a n y  w o r r i e s  o r  q u e s t i o n s  y o u  w o u l d  l i k e  t o  a s k  m e ?  
D o  y o u  m i n d  i f  I  t a p e  r e c o r d  t h i s  i n t e r v i e w ?  -  n o - o n e  e l s e  w i l l  h a v e  a c c e s s  t o  t h i s  t a p e .
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APPENDIX 2
In-depth interview with Methadone Maintenance clients
Research Question: W h a t  i s  t h e  m e a n i n g  o f  M e t h a d o n e  m a i n t e n a n c e  p r e s c r i b i n g  t o  o p i a t e  
a d d i c t s ?
Interview Prompts
Introduction and development of drug use 
How did you ever come to start using drugs?
How old were you when you started?
What did they do for you?
How did your drug use develop over time?
P r o m p t s  -  W h a t  d r u g s  u s e d ,  h o w  o f t e n ,  h o w  u s e d ,  -  s m o k e d ?  i n j e c t e d .
What was it about heroin that made it preferable to other drugs?
Did your drug use affect other areas of your life?
P r o m p t s :  W o r k ;  R e l a t i o n s l i i p s ;  c r i m e ;  h e a l t h ;
Did your drug use ever cause you any other problems? - tell me about them
Did you ever overdose? What happened?, h o w  o f t e n ?
Have your friends ever overdosed?
How did you feel about yourself as a drug user?
Why did you continue to use drugs?
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Entering treatment
Have you tried to stop using drugs before? what did you do? What happened?
What made you start using again?
Why did you want to have a script? Why now?
How long have you been on this programme?
What did you want from it?
What sort of difference has having a script made to your life?
Prompts: Relationships; work; crime; health
What are the good things, for you, about having a script?
What are the bad things, for you, about having a script?
Do you still use other drugs? -tell me about those, which ones; how often; how used; 
why use this drug - under what circumstances, what does it do?
How much do you feel in control of your life now?
What would you like to be different?
Can you describe yourself as you were when you were using drugs - before 
treatment?
How would you describe yourself now?
How would you like to be - your ideal self?
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What do you want for yourself in the future?
Do you think you will ever get off a script?
Do you want to get off the script at any time in the future?
How important is your script to you?
How do you think your life would be different if you were not able to have a script?
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APPENDIX 3
Sample Interview
Interview 26 June 1997 - K. F. Age 38
How old were you when you started using drugs 
I was between 12, 13, something like that - that was cannabis.
Why did you start using?
Peer pressure, at school, you know - it was experimental I suppose - and I was never 
err very good at school, I didn’t used to like school - it was I suppose it was rebellion 
to - in a way - and from there I umm used speed, that sort of thing, smoking. When I 
was 14 I went off on a fairground - travelling fair and that was what started me on 
heroin. It started off just smoking it and then as it got from a bit of fun to actually 
needing it as time went on I was spending so much - some chap said you ought to try 
injecting it - you know, it wouldn’t cost so much and that’s where the needle came into 
it - eventually went from bad to worse from there - I mean I was on that for ages - I 
got married when I was 19, the first one, done a bit of prison for stealing, that sort of 
thing, to try and support my habit.
Lost my first marriage tlirough it all just generally you know unreasonable behaviour I 
suppose just mutual agreement - I still see her and the kids - and er I’ve been on it ever 
since.
When you started what did drugs do for you?
I suppose it was blocking out reality - you know feeling low - it was - all my emotions 
I suppose - it was just blanking everything out - I suppose I’ve always been the same - 
it’s an easy escape -I’ve always been on the run so to speak - you know, running away 
from school, all this when I was young - and I suppose it was a way of running away 
without moving if you see what I mean - without a geographical move.
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So you went on to injecting quite young.
Yeah, but it wasn’t all the time - 1 must admit - 1 did used to inject but it wasn’t a 
regular thing -I would still sort of smoke and you know now and again - but if I was
pushed for money or not much left then I’ll inject you know
\
So injecting wouldn 't have been your preferred way o f using it 
Not to begin with - it was a cost thing - 1 mean then I mean as time went on I suppose 
I got a bit of a needle fixation - that became part of the buzz really I suppose - 
part and parcel of the buzz itself.
How did your drug use affect other areas o f your life?
I mean it certainly affected people around me like my family and that you know - I 
suppose its a selfish - it selfishness really you know, they’re all - getting yourself into 
trouble with the police, little petty things you know but you’re always you know for if 
you’re found on the street you know, and you know, they’ll just do you for Disorderly 
or umm criminal damage, getting into fights you know but it was very upsetting for my 
family. They’ve always been pretty good and stuck by me but I mean it does affect - 1 
mean like my kids and like my first marriage, that all went down the pan so I mean it’s 
affected them definitely - my first two, James and J - I  mean Jamie is fifteen now he 
comes to see me and that but he knows - 1 think its definitely affected him you laiow.
It's affected your relationships a lot?
Mmmm. yeah, definitely yeah, I mean yeah I’d probably still be with liis Mum if it 
wasn’t for thedmgs..
What about other areas o f your life ... work?
Work - its ruined really - it started off I was able to but terribly unreliable you Imow, 
and that sort of thing and so, yeah, its ruined basically and it got to the stage where I 
couldn’t be you know, it wouldn’t be fair to .... you know, but I mean having said that 
since I’ve been on the script which has only been what, I came here - a couple of years 
or so, and I must admit its got a lot better because I mean I haven’t been in any trouble
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- until the last bit I’ve just had, obviously that has knocked me back a bit but from 
being on the script at least you know what you’re taking’s cleaner, you know, you 
know you re only getting - its all prescribed you see, it’s not been cut with anything 
you know, and I definitely feel better in myself for it - I’m not so ill and that sort of 
thing so its got to be ... even when umm I was on the Juice, the Methadone linctus - 
that made me really, w ell.. it was alright when I was on like 40 or 50 ml or whatever 
but I ended up on 120 ml a day and it was just - of I was really sick, you know really ill 
and the come down as well was terrible. Since I got the doctor. Dr F., he started 
prescribing for me just after, just before Christmas with amps, ampoules and that, 
when I came out of Springfield and I find they’re so much, well for me a lot better, I 
don’t get such side effects and everything is just nearly as bad of the horrible nausea 
and everything as I was getting on the Juice and plus I suppose I liked the needle and 
everything anyway, so I suppose its a bit of 6 of one and half a dozen of the other but 
it might be a lot psychological anyway perhaps but I mean for me its a lot better.
Just going hack a little bit to when you were using drugs before a script, what about 
things like crime, were you involved in crime?
I was always in for theft, that sort of thing, car driving offences, I mean, well my 
girlfriend I’m married to at the moment, Mandy, we’re split up at the moment as you 
probably know but she was heavily into the drink as well at the time and Librium? is 
that what she was taking and I mean when we met we were really like drinking 
partners, that sort of thing, we were in that Court twice a week sometimes - Rob W. 
used to do it be our Solicitor - 1 mean it.was all petty stuff, you know, theft or shop 
lifting, this sort of thing and just to support the habit - but we were always forever in 
there and then I haven’t been in for ages now, at least since I’ve been here, apart from 
this last bit.
And what about your health before you came here?
I suppose I’ve been lucky really, really luclcy because I thought, I mean I never used 
you know but I suppose it takes you, you’re not so fit but the only thing I really um - 
like I thought I’d have Hepatitis B and all that but I’ve been for my blood tests you see 
and they’re all clear, every one of them, HIV and everything - ‘cos I was a bit worried 
cos I lost so much weight I mean Roz was, that’s why she asked me to go, because
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we’re a bit worried, I thought. Oh No, HIV and this but they’re all clear so I was - its 
just because I don’t eat Must have been a relief-  Oh yeah, it was, and I’m having my 
umm injections now which are supposed to be like an antidote for you, (Vaccination)
Yeah, so I’ve had one and I think another one in a month’s time and then three months 
after that -I didn’t even know about it I didn’t know you could - I was surprised I 
didn’t have it really to start with because I mean the years I’ve been using needles
What about overdose, did you ever overdose?
Oh I have loads of times, I mean when you say overdose - 1 mean I’ve 0 /d ’d lots of 
times but never fatally if you know what I mean, but yeah, and I mean I’ve lost a lot 
of friends that have died though overdose or drug related, you know, chalked up lungs, 
that sort of tiling.
Your own experiences o f overdoses were those accidental 
Yeah,
What sort o f situations would make it happen?
Well, just overusing I suppose really, you just keep using and using like people I 
suppose would have a drink and just carry on you know getting sloshed or whatever 
but with this sort of stuff you’re into, specially if you’re into injecting once its in its in, 
you can’t sort of be sick and get rid of it or anything so I suppose I’ve just been really 
lucky, basically not to have killed myself really because I have caned it a lot and 
drinking on top of it - that’s rather dodgy - yeah, been there - 1 mean when I was in 
Police custody this time the doctor that came out to see me said that he didn’t tliink I’d 
see the night o u t.
That was really through domestic argument and that and as I say I can’t deal with 
things like that, my emotions so its always a cop out you know, its the same old story
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all over, just rather than you know dealing with you know constructively and that I do 
it sort of destructive you know, for myself - ohh its crazy - old habits I suppose .
Going back to when you were a drug user, how did you feel about yourself as a drug 
user?
I’ve never had a very good opinion of myself ‘cos I’ve always felt guilt - always been - 
when its all over I’ve always felt guilty and ashamed about the children, my parents
but not being able to do anything about it.
Why keep using drugs?
I suppose for that single reason - it was just my crutch, so to speak, I suppose - and 
also I felt terrible when I was coming off it anyway - 1 felt really ill and even when I’ve 
been in detox and tha t, once all my emotions and that start coming back that’s why 
I’ve sort of gone - because I can’t cope ,couldn’t deal with it, you know.
So even i f  you can get o ff the physical bit then you 're faced with life and that \s too 
much?
Yeah, its facing it - it has been yeah quite, you Imow.
Have you every tried to stop using drugs before?
Yeah, I’ve been into Holy Cross a couple of times, well three times - 1 thinlt I’ve done 
5 detox s in total but since coming here I think I’ve done umm either one or two, I 
think - 1 went to Weston-Super-Mare - err and err Springfield - Rowan ward - I 
went there - 1 did complete Springfield - but they didn’t have any beds in the umm 
spare in the Sycamore which is like a 6 week aftercare sort of thing - 1 got the detox - 
well thought I’d done the detox because it was so easy - 1 just sailed tlnough that - I 
even refused my medication and of course I was so saturated with it when I come 
home it was about two or three days after I got home it just kicked in - and I had to 
come down - ohh it was bad and it was just before Christmas {{Disappointed?)
I was, well it was just such a waste of everybody’s time too because you know, after 
going through all that you know it was a shame - it really was - (if they 'dfollowed up 
you would have been OK?) - Yeah, I might, possibly.
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What made you start using again when stopped previously?
Well, its the easiest thing - is to stop - its staying stopped, that is the hard thing - I 
mean after 25 years of you know, I mean, you know - I don’t know anything else - 
socially - or anything you just - 1 suppose its just trying - that’s where you need I 
think umm support afterwards for some time because you just don’t know what to do 
with your time its filling your time - I get bored you know, you get lonely and you 
think well, if you got something, if you get out of your head or whatever you don’t 
notice things like that - you just sit indoors, watch telly you just - you know in a 
world of your own but if you’re not you know, you’re just sitting there thinking 
everything’s going on in your mind you know, round in circles if you’re on your own 
and that - and I just couldn’t cope with it.
Its really hard to come o ff it with no support
It is yeah, definitely is for me, yeah, and as I say, my wife, she didn’t want me around 
at the time which is fair enough but even if you had someone like supporting you in 
that respect I suppose it would be easier but if you’re on your own and its all on your 
own I just couldn’t cope with it.
Why did you want a script?
Ideally, I came here ideally to give up. That is what I’d like - at the end of the day - to 
be able to be clean and not using because I’m fed up with it - 1 am because I don’t get 
a kick out of it anymore its just I’m using it to stop me feeling bad, ill really, you know 
- so I came here, well Dr H. put me on to Dr R. and I mean since I’ve been here and I 
get like support from Roz and Geoff now as well from G ACC you know, he comes to 
see me and I’ve been really, really well, you know, I mean Geoff s been brilliant, Roz 
does everything she can - they all have really - the only thing they couldn’t do here was 
prescribe amps -and I wrote to the Director or whatever, Brian gave me his address - 1 
wrote and they said they’ve got strict guidelines or whatever and yet I asked my 
doctor and he said its no more expensive to prescribe amps than it would be the juice 
so I don t laiow. I mean there’s doctors in Godalming prescribing to injecting drug 
users, they know they’re injecting and they won’t give amps but they give them these 
tablets and they’re crushing them up and injecting them - surely if they could get 
something going where if they come to a place like tliis and you’re seen by someone
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like Roz or whatever, and you’re prepared after being stabilised so really being seen 
to be making an effort to withdraw after a certain time and you know detox then the 
safest possible thing would be better I think to give them amps - provided they’re um 
prepared to sort of you know, to come off at the end of the day you know - because 
there are people who just want a free ride obviously, you’ve got to get them 
everywhere - well then that’s fair enough if they don’t make an effort then stick them 
back on the juice or the tablets perhaps but you know if they’re going to try I think 
they should make it as comfortable as possible for them and as safe as they can for 
them at least you know.
What difference has a script made?
A lot because I don’t have to go out thieving or whatever ... to finance it I know its 
safe because its you know all chemical - it hasn’t been cut around by anyone you 
know its made a big difference - healthwise I think and umm financially and criminally - 
I don’t have to you know and it takes a load - you don’t have to worry I mean I used 
to wake up thinking Oh no, and days like tliis, you know (pouring with rain) have to 
go out and try and find the money and find a dealer to get your gear and all the sort of 
thing you know if you’ve got a script it takes a lot of that off, the pressure , it takes a 
lot of pressure off in that respect and err I ’m’ looking to come off anyway so they’re 
just, they’re stabilising me and withdraw - so that’ll be great - that was my idea of 
coming here you know - to get sort of stabilised and hopefully withdraw.
You've got a clear goal -  working towards it
Oh yeah, yeah.
Good things about being on a script?
The good things are I suppose it will be easier for me to come off and you can sort of, 
being on a script I don’t have to be in touch with dealers and that sort of thing so I can 
start to come away from those sort of people ‘cos I’ve got to in the end - sort of begin 
to meet a different group of friends or whatever even if its people in the same boat as 
myself that are on scripts and that with the same idea they want to come off - and 
gradually sort of like ... but if you’re mixing with those sort of people all the time
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you’ve got no chance of coming off because they’ll be digging into you - Oh come 
on - have a bag on top , this sort of thing - but then you’ve got no chance -
gives you a chance to break away from those contacts and not be pressured by them?
Yeah, Yeah, that’s one of the good things about being on a script definitely.
Any bad things about it?
Not really, only the fact that you’ve got to go up to the chemist every whatever it is 
but I mean you’d have to go out to the dealers so really I suppose its not .... not if 
you think positively that you want to do it for a purpose - 1 can’t see any bad ...
Do you still use other drugs?
When I’m on .. I do smoke a bit of cannabis and with all this that’s happened at the 
moment with the Police and that and the Court I’ve been drinking too much like and 
using way over what I would anyway but I mean before that happened I was sticking 
strictly to my script and not not drinking or anything - its only a hiccup at the moment 
- I’m sure it’ll a ll...
what land o f things would make you use other drugs
Pressure and yeah, things going wrong it is basically yeah, well I just can’t cope with 
that sort of you know
How much do you feel in control o f your life now
err I don’t really because err I don’t when I say that its I know it sounds a bit but er I 
suppose I need people behind me all the’way - like if I didn’t have Geoff and Roz and 
people and this place and what have you I wouldn’t stand a chance, not really, not at 
the moment - I’m just not strong enough you know, but hopefully in time I’ll be able to 
build up a bit of self-confidence but at the moment really I don’t feel as if I’m in 
control.
What would you like to be different
I’d like to umm not have to fear anyone coming round thinking its - you know I ’d like 
to be able to say well it doesn’t matter who came round I could deal with it - sort of 
say No, don’t want it but I know at the moment I couldn’t -wouldn’t matter what 
they had I say oh ...
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(About confidence, etc.etc.)
yeah, I think so, it’s something that will work out.
Describe self as drug user
Cunning, deceitful, I suppose an opportunist really in some respects, if I saw an 
opportunity of getting something you know, to feed my habit I would be there you 
know - 1 was just bad, terrible , terrible, not out of choice, I just had to, it was a case 
of like just had to do it {Survival) - it was really, yeah, I used to hate myself for it but 
I just couldn t do anything about it you know - 1 mean it wouldn’t have mattered who, 
I mean my parents - I’ve robbed my parents, my grandparents everything - I’m terrible 
really.
How would describe yourself now ?
I suppose at the moment - clinging on in hope I suppose - 1 don’t know how to 
describe it - at least I’m not thieving anymore - trying to, I don’t know’, gain people’s 
trust and that I suppose I’m just trying to get a bit of self respect back you know 
- when I do, if I do something good for someone and I can see they’re really pleased 
about it or something - I’ve helped them out - which I could have never have done 
before - 1 suppose that does give me a buzz now if I can do something for someone 
else - I’ve got a long way to go but I suppose it feels good being able to have the 
opportunity to do it - that’s it, yeah
Ideal self
Well, after everything I’ve taken and used people and that it would be nice to be clean, 
completely clean - I’d like to do something to prevent anyone being in the same sort of 
situation as me perhaps - put a bit back - I’d like to do that cause, you know, worries 
with kids and that, worries me to death and they do it so blind they think its alright you 
know so I suppose yeah I’d like to be able to perhaps give some people the benefit of 
my experience perhaps you know if it helps one its worth it.
Do you ever think you will get o ff the script?
Oh yeah, I think. Yeah, I’m determined, however long it takes, it will be worth it in the 
long run .
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How important is your script to you?.
Oh at the moment its everything to me at the moment really I’d be back to square one 
without it - I’d be straight back out - probably in jail, probably now yeah, if I wasn’t 
on script I’d be in jail definitely or dead - that would be it basically - it would be very 
bleak
any other comments
umm nothing really - everyone’s been brilliant here really
I think I’ve got a bit more support only because I’m so determined - 1 want to get off 
of it - people can see that they will, doctors and that they do tend to help you a bit 
more I can understand doctors not wanting to you know some are bit - you know 
going back and saying Oh no. I’ve lost my script they get a bit and all that they must 
get fed up with it I suppose - if you don’t want to help yourself so can they help 
I suppose it must be frustrating but I do, I really am sick and tired of feeling sick and 
tired basically .
I just want to get of it and try and live some sort of normal life. 
why now
I suppose its my age and I ’ve got to the end of i t , rock bottom - 1 don’t know I’ve just 
had enough - 1 see people getting you Imow - and I think well I could have that - I’ve 
wasted so much stuff - it was just crazy, it was madness and I’ve lost friends - died - 
B. was the last one - she was only 27-1  mean that’s a tragedy - really was she just 
couldn t cope when she lost her kids - just sent her over - her new neighbours were 
ripping her off - she just - 1 felt ever so sorry for her really - tragic that was
Does it sort o f make you stop and think when something like that happens
Definitely does - 1 mean I think you’ve always got that thing - you say ‘It’ll never 
happen to me - you’ve always got that and also the diiig is so strong that you’ve got to 
take it - you know - you know its going to make you feel better at the time but you 
think - yeah when’s my turn because I ’ve lost - I’ve just been very, very lucky - mind
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you I must say, I’ve never shared needles to my knowledge - and I’ve always sort of 
g o t ... there’s not need to these days - they’re so easy to get -
I suppose its something I sort of - I don’t know I didn’t want anyone else’s blood I 
don’t know
tests have shown its kept you clean
Yeah - 1 was worried about that - that really was
I’ve had HIV, Hep. A, B and C and also there was some other blood count - I can’t 
remember but everything was perfect - I was really chuffed and then they said about 
these and I asked my doctor and he started me off on Wednesday - then there’s a 
booster and the last one then in 3 months - but it’s so contagious - 1 didn’t realise 
how contagious it was - 
much more than HIV
I know now - 1 didn t know - since I ’ve had that test - I’ve learnt a lot about it 
there’s all of us worrying about HIV and AIDS and that and there’s this -
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APPENDIX 4 CODE DEFINITIONS
1. MOTIVATION TO START USING
Reasons given for first using drugs. These include:
Social Reasons - everybody else was trying them; my friends were all using; wanting to 
be part of that group.
Curiosity - inquisitiveness about the experience, wanting to try something 
new, something others were using.
Effects - really good first experience, felt better than normal life, best feeling 
ever experienced.
Escape - running away from problems or feelings; helped me stop feeling.
2. ATTRACTIONS OF DRUGS WHEN TAKEN
Explanations about the attractiveness of drugs. Why did they want to continue taking 
drugs.
Escape - a way out of life’s problems, avoidance , getting away from 
everything.
Better than alcohol - used alcohol like everybody else - effects of drugs 
preferable, especially fewer negative effects such as hangovers, memory loss 
and violence associated with alcohol.
Psychological -
Hedonistic - it felt good, enjoyed the feeling, it was fun, it was exciting.
The Scene - all the rituals and routines associated with drug use become their 
own attraction - the secrecy, the paraphernalia.
Transient experience - the recognition that the perceived benefits in the early 
stages of drug use are transient. The early attractions are eventually 
outweighed by more negative consequences of drug use.
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3. DEVELOPMENT OF DRUG USE
Descriptions of the move from initial, recreational drug use to dependent drug use. The 
range of drugs experienced, the attractiveness or unattractiveness of other drugs and the 
move onto dependent opiate use.
Different drugs used - descriptions of the transition from first drug 
experiences to dependent use of heroin.
Fashion/availability - use determined by what was currently fashionable or 
available at the time.
4. INJECTING
Any information regarding the experience of injecting, an extremely risky procedure, as a 
specific mode of drug use. All respondents are, or have been injectors.
Inject-effect - move to injecting because the effect was preferable to 
alternative routes of administration.
Inject - cost - move to injecting in order to save money.
Inject - needle - injecting because develop needle fixation - regarded as 
addictive in itself, independent of the addictive nature of the substance being 
injected.
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5. PRE SCRIPT DRUG USE - EFFECTS ON LIFE
Comments upon the lifestyle of respondents while using drugs and not yet in a treatment 
programme. Respondents were encouraged to explore the specific impact of their drug use 
on all aspects of the lives including relationsliips, health and work.
Relationships - The respondents’ perceived impact of their drug use on 
relationships. This may include difficulty forming relationships, impact on 
partners, difficulties with parents or impact on parenting.
Offending - The respondents’ experiences of offending behaviour related to 
drug use. This includes acquisitive offending in order to fund drug use, 
dealing in order to offend drug use, and offending under the influence of 
drugs. Offending behaviour known to the Police and not known to the Police 
is included. Violence and custodial sentences related offending are included.
Physical violence - respondents may describe violent acts under the influence 
of drugs. Violence is also intrinsic of the lifestyle of many dependent drug 
users in particular related to drug related debts which they are unable to pay.
Health Problems - Any physical health problems experienced by respondents 
which they ascribe to their drug using lifestyle.
Every area of life - global statements about the impact of drug use, e.g. my 
whole life, everything.
Psychological effects - these would include mood changes, difficulty 
socialising or difficulties controlling anger
Work - problems experienced in obtaining employment or keeping a job.
Self-destruct - any reference to the self destructive nature of a drug using 
lifestyle, including the recognition of the dangerousness of continuing 
hazardous practices such as injecting.
Stigma - subjective experience of rejection or disapproval of others. Any 
notion of being stigmatised because others Imow of drug use.
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6. REASONS FOR CONTINUED DRUG USE
Reasons for continuing to use drugs in the face of so many adverse consequences. These may 
be very different from reasons for starting drug use.
Drug use all consuming - drug use and related activities including offending 
behaviour to raise funds for buying drugs are described as so time consuming 
that there is no other life. No time to reflect on alternative ways of behaviour 
is available. Drug use becomes the only salient feature in life.
Drug use as a crutch - the belief that life is unbearable without the use of 
drugs. Drugs are essential in order to cope with life.
Drug use to avoid withdrawal - the continued use of drugs because of the 
anticipated difficulty of withdrawal. The physical need for the drug, the 
cravings are given as reasons for continued use. Stopping drug use would be 
too painful to handle. The habit of drug using predominates.
Drug use to escape - drugs provide an escape from life. A way of avoiding 
any problematic situation or feelings. Also an escape into a better way of being 
- perhaps the only good thing in life.
Social reasons - drug use is continued as it is what everyone else is doing. It is 
socially enjoyable - a preferred recreational activity.
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7. PREVIOUS ATTEMPTS AT STOPPING
Drug Users describe previous times in their drug using careers when they have tried to control 
or stop their drug use.
This category also includes statements regarding reasons which precipitate stopping and 
feelings related to stopping.
Previous attempts - These include times when respondents have voluntarily 
entered into treatment and times when they have tried to stop themselves, often 
with the support of friends. Prison is occasionally quoted as a time of stopping 
drug use. Prison sentences are only included if the respondent states that they 
did stop using during this time. (More frequently the nature of drug use 
changes in prison in response to availability and pressure from other inmates.)
Precipitating reasons - occasionally reasons are given for trying to give up 
drugs - these may be externally imposed such as a custodial sentence or 
compulsory rehabilitation in place of a sentence or internal such as wanting a 
different life, pressure from partners or parents etc.
Feelings related to stopping - these include the difficulties in making a 
decision to stop and maintaining that action. Frequently these feelings are very 
ambivalent.
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8. OVERDOSE
Respondents were specifically asked about their experience of overdose. Overdose either on 
the drug of choice or, more frequently on a mixture of substances is commonplace for drug 
uses. Such overdoses may have been deliberate or accidental.
Overdose frequency - respondents describe how many they have themselves 
overdosed. Most often an overdose is only counted as such if it was 
experienced as life threatening. This may or may not have involved calling the 
emergency services.
Consequences of overdose - a description of what happened in a particular 
overdose incident.
Overdose of others - the experience of overdose in the drug using community. 
In particular the respondents’ experience of overdose by others at which they 
were present.
Rislis - what were perceived as the risky behaviours potentially leading to 
overdose. These would include not knowing the strength of what is being 
taken, overusing, a reckless continuation of use above the normal amounts and 
mixing drugs. The very nature of injecting is seen as an overdose risk in that 
the ingestion of the drug by this means is irreversible - once it is in, you cannot 
get rid of it.
Causes - the majority of overdoses are accidental. Occasionally they are 
deliberate.
Desire to kill self - statements related to a desire for death include deliberate 
overdose. There is also a recognition that the drug using lifestyle may be a 
form of self destruction. Deaths related to drugs and the drug related lifestyle 
are included.
9. RESTARTING TO USE DRUGS
Having discussed reasons for starting and continuing drug use and then attempts at stopping, 
these statements describe the reasons for getting back into a drug using lifestyle. These range 
from a stated preference for the effects of the drugs, an inability to cope with life without 
drugs or a more vague statement about being ‘drawn’ back to it.
Restart - psychological - going back to dmg use because of an inability to 
cope with feelings and pressures without dmgs. Alternatively a desire to return 
to the more hedonistic feelings experienced with drug use.
Restart - no support - a response indicating that the right external support 
was not available and without this return to drug use is inevitable.
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10. MOTIVATION FOR HAVING A SCRIPT
Reasons given for approaching an agency for a script. These may not include any element of 
wanting to stop using drugs. For some it is a pragmatic step to take avoid some of the 
pressures of a drug using lifestyle. For others it is an attempt to break away from drug use 
altogether. Many reasons are given to a doctor for ‘needing’ a script. As some respondents 
make clear these are not necessarily genuine.
Needing support to stop - Many have tried to stop before and found either 
that the support they required was not available or was inappropriate. These 
respondents have a very fixed belief that they are unable to achieve control of 
their drug use without assistance.
Financial - It is the financial pressures of illicit drug use that drive users to 
become involved in a life of crime. The provision of a free prescription for a 
substitute drug therefore removes the need to commit crimes. The debts 
involved in illicit drug use become powerful controllers of people’s lives. Many 
live in fear of those to whom they owe money. This is also eliminated by the 
provision of a free prescription.
No need to steal - Some specifically mention the freedom from the need to 
steal as a main attraction of a script.
Tired of drug lifestyle - the hectic and all consuming lifestyle of some drug 
users eventually takes its toll. Some describe just being tired of the associated 
stress and say that they have had enough.
Avoid withdrawal - Having a prescription facilitates reducing drug use 
without facing withdrawal symptoms as the reduction can be controlled and 
gradual.
Discrepancy between actual and desired script - Some describe the way in
which the prescription while better than notliing, still fails to meet the 
requirements.
Methadone’s marketability - an honest recognition that the drug being 
prescribed has its own market value which enables to owner to then buy a more 
preferred drug.
Health - the prescription is for a ‘clean’ drug. This is recognised as of major 
benefit for the health of the user.
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11. EFFECT OF BEING ON A SCRIPT
Respondents describe a range of effects on their lives as a result of having a prescription.
These range from physical health improvements to a complete change of lifestyle.
Overall improvement - Life is described as better than before. Frequently life 
is described as being a ‘normal life’. This is contrasted with the pressures of 
life before a script and the relief of being free of those pressures.
Work - the possibility of gaining employment or at least thinking about going 
to work is one of the benefits of having a script. The chaotic nature of the 
lifestyle and perceived prejudice of employers against drug users made work an 
impossibility for some without the script.
Relationships - difficulties in maintaining relationships in the past are 
contrasted with the ability to form and maintain relationships once on a script.
Offending - the hoped for benefit of not needing to offend once on script is a 
reality for many respondents.
Health - many describe health benefits of being on a script, again contrasting 
this with being sick while using street drugs. For some the script is seen as 
coming too late in their lives to reverse some of the major health damage they 
have already suffered.
Freedom from stereotype - junkie - the negative impact of the stereotype of 
being a junkie is often referred to. For some a script frees them from this, for 
others they still perceive themselves as regarded by others as a junkie.
Negative effects - Although these are acknowledge as minor, there are 
drawbacks to having a script. These include the demands of being required to 
pick up the script and medication on specific days and the restrictions on travel 
imposed by a script. These are seen as a restriction of freedom but are 
frequently contrasted with the less structured but very much more limiting 
restrictions of the old drug using lifestyle. Some also mention the monotony of 
life now with nostalgia for the excitement of the old lifestyle.
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12. USING ON TOP OF THE SCRIPT
It is recognised by both staff and clients alike that many will use illicit drugs in addition to 
those prescribed.
Reasons for using on top - these may include having some spare money or 
just some drugs being available. Some will use extra drugs as a treat, for a 
different effect. For others extra drugs will be sought out when there is some 
additional pressure or stress on them. An example would be a court case or 
relationship or accommodation pressures. At such times the prescribed drugs 
are not adequate to deal with these feelings.
Other drugs used - the range and type of additional drugs used are described. 
There may also be a statement of which other drugs the respondent will not 
use.
13. CONTROL
Respondents comment on their feelings of control of their own lives, both now on a script and 
previously when using illicit drugs.
Control in the past - feelings of control or lack of control when using drugs. 
Tliis includes statements about being violently out of control when using drugs.
Control now - Although less chaotic, many respondents do not feel in control 
of their lives while on a script. They still feel that their lives are controlled by 
the drug even though that is now legally prescribed. Others perceive that the 
prescribed drug does give them more control over their own lives.
76
14. SELF-ON DRUGS
Respondents were asked to describe themselves while they were using street drugs, before 
they had a script.
Self - psychological - Some described themselves as more sociable, others as 
running away, avoiding life.
Self-deprecating - many use very negative terms with which to describe 
themselves.
Self - trapped - For some the salient feature was being trapped by the lifestyle.
15. SELF ON SCRIPT
The respondent describes him/herself now, whilst in receipt of a script.
Self as better person - a description of being a better person, more sociable or
acceptable.
Life more/less enjoyable - the benefits of life free from earlier constraints - 
getting more out of life. The lack of excitement or stimulation in life - monotony of routine 
life.
Self struggling - the experience that life is difficult without the use of drugs - 
the continuous struggle to manage without resort to drugs on top of script.
Self - future - responses concerning the possibility or otherwise of a future for
the respondent.
16. IDEAL SELF
Respondents were asked about their ideal self - how would they like themselves to be ideally.
Positive assets - a desire for health, wealth, power, work.
Full life - a life which is meaningful and enjoyable, global responses such as 
happiness. Being able to cope.
Contributing - an expression of a desire to put back something, to have an 
impact in life or to help others.
Self-respect - to gain self-respect. Sometimes a specific statement about not 
being an addict.
No concept of ideal self - unable to conceive of a different future.
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17. DURATION OF SCRIPT
Responses indicating a perspective on the long term outlook for the script.
Reduce - a clear intention to reduce the level of the script in the forseeable
friture.
Maintain - no indication of seeking any reduction in the script in the future. 
An acceptance that this is a permanent feature of life. Occasionally an indication that an 
increase in the dosage may be sought.
Abstinence - an intention to come off the script and achieve abstinence from 
illicit drug use in the forseeable future. This may have been the specified intention of entering 
treatment.
18. VALUE OF SCRIPT
Respondents were asked about the value of the script to them. How important is it in their 
lives?
Vital - a perception that the script is essential to their lives. An all-pervasive
necessity.
W ithout it - descriptions of life if the script was no longer available.
Negative features of script - although important, negative aspects of the 
script are mentioned. In particular the difficulties coping without it, the control it exercises 
and being thought of as a junkie. ^
Getting off the script - comments relating to the need to get off the script and 
concerns about the ability to do so.
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19. ACORN SERVICES
Comments relating to the service provided at Acorn.
Medical aspects - appropriateness of the script provision. Appreciation of the 
medical input received.
Support - mention of the value of the support available from the team as a 
whole both specific and non-specific.
20. JUNKIE
Reference to negative stereotype held by others about drug users. 
Descriptions of self as junkie.
21. CHILDHOOD
References to childhood experiences. These were spontaneously introduced by some 
respondents and include comments about parenting and school experiences.
Abuse - physical abuse and neglect are mentioned as childhood experiences.
Schooling - references to difficulties experienced with schooling, either with 
the system itself or bullying by other pupils.
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O C \ C \ -  L .
oc went. I'd made friends at grammar school and I got into drugs heavily there and 1 smoked, 
first time I smoked cannabis with this guy and I got expelled from grammar school - it was a
um well it was cannabis and I must have been about 14 and started smoking a bit cannabis 
through Iriends and umm sort of my step brother and just stuck of cannabis for a while and
it was at first 
no-one knewbecause eveiyone else was doing it - but the injectable side of tilings,
r jçaC  ^was aged just just under 14, couple of friends of mine had been upan^^ey’d
bought a pill ofH, heroin, the actual 1 6 gram tablets and shook it about and we all got a little 
syringe - it was basically a darr
I iP  c  Peer pressure, at school, you know
1 suppose I started taking harder drugs than pot when umm 1 met, well I didn't really have 
any friends at school and then 1 made friends out o f school in Guildford who introduced well
f
.rAjTAO.C ,
/ It was in the environment - started taking drugs then and 1 was quite a lot older in my attitude 
I than 1 was and so I made friends with those sort of people quite easily - Oh look, she’s only 
}ijr would never know would - it was being grown up and I’d found a clique that 1 could
lit into where I never had before - just developed from there 1 suppose •
'"tl'i /C ' bC drugs - 1 don’t know I started at a young age and ail my (fiends were users, 
eveiy-body else was
doing it and I d o n ' t  think
APPENDIX 6 CODING RELIABILITY
Code Definition No. States.
No.
agreee No. Disag. %
Motivation to Start 23 23 0 100
Attraction when taken 22 20 2 91
Development of Drug Use 11 10 1 91
Injecting 7 7 0 100
Drug Use Effect on Life 43 43 43 100
Reasons for continued drug 
use
4 4 0 100
Previous attempts at stopping 12 12 0 100
Restart after detox 10 7 3 70
Overdose 17 17 0 100
Motivation for having a script 9 9 0 100
Effect of being on a script 36 35 1 97
Getting a Script 6 6 0 100
Use on top of script 7 7 0 100
Control 10 10 0 100
Self on Drugs 13 13 0 100
Self now on script 7 7 0 100
Ideal self 9 9 0 100
Junkie 8 8 0 100
Value of script 11 11 0 100
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Duration of script 14 12 2 85
Childhood 9 9 0 100
Acorn 7 6 1 86
Total 295 285 10 97
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1. INTRODUCTION
Throughout the National Health Service it is no longer acceptable for Service provision to 
be based on tradition or clinical preference. Services are increasingly required to 
demonstrate the effectiveness of their interventions. In a competitive market it is necessary 
to show that high quality service provision is being achieved in the most efficient way 
possible. Funding is scarce and is increasingly being granted on an ‘Outcome’ basis.
The requirement to monitor, evaluate and alter practice accordingly has been revolutionary 
for services. Formerly, data collection and outcome evaluation have been the province of a 
few non-clinical researchers - out of touch, demanding with their increased paper work but 
essentially a very short-term interruption in procedure with no anticipated impact on 
clinical practice. Now monitoring and evaluation are required as an integral part of all 
service provision.
The potential benefits of good monitoring and evaluation systems are many. Three main 
parties, the Purchasers, the Clinicians/Providers and the Clients are involved in the 
evaluation procedure. There are benefits and costs for each.
Purchasers: Benefits
• Evaluation procedures can provide an indication of value for money.
• Targets and Standards can be specified and wasteful procedures eliminated.
• Comparisons can be made between different types of service provision and the most 
cost-effective interventions purchased.
Costs
• Resource implications - evaluation is expensive in personnel time and ideally 
computerised systems.
• Increased vulnerability to criticism if declared standards are not met.
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• Gaps in service provision may be highlighted which may be costly or impossible to fill.
Clinicians/Service Providers: Benefits
• Formal evaluation provides an opportunity to tighten professional rigour. Many 
welcome this requirement to critically examine and appraise their own practice.
Costs:
• Increased pressure of time needed to complete routine paperwork. This may be 
regarded as a wasteful intrusion into valuable clinical time.
• Possibly a requirement to learn computer systems which some find threatening.
• Standardised measures introduced to facilitate evaluation may be regarded as an 
imposition limiting professional freedom. For example, using a structured assessment 
format may be unwelcome for a clinician who has formerly used an idiosyncratic 
approach to assessment.
• If monitoring includes an element of work/caseload monitoring this may be feared by 
some to be a potential tool of management which could be used in a negative way.
Clients: Benefits
• The evaluation process should provide an opportunity for clients to feedback their 
experience of service provision.
• Client feedback can be used to inform resource allocation decisions..
Costs:
• The extra record keeping and paperwork involved in evaluation may seem intrusive 
and/or irrelevant.
• Resources allocated to the evaluation process are diverted from more direct service 
provision. This means less time for clients and possibly longer waiting lists.
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The perspectives of these three different groups are usually complementary but may be in 
conflict. Purchasers may vyant more clients seen witliin given resources; clinicians may 
want to make their interventions as efficient as possible and clients will want to be seen as 
quickly as possible. In such a case clearly all interests are in harmony. In contrast, asking 
for client feedback may lead to many demands for service provision which are beyond the 
resources of the providers. For example in a clinical setting many alcohol clients would 
insist that their top priority would be a residential detoxification unit or at least 24 hour 
opening of the community service. Neither of these may be viable for the providers and a 
conflict has thus been exposed by the evaluation procedure. As another example, clinicians 
may consider that their quality of professional practice would be enhanced by more study 
time to keep up to date with new developments. Purchasers may be inclined to buy services 
which guarantee a high throughout put o f clients which precludes tliis use of time. There is 
a danger that a comprehensive evaluation system raises more issues than it resolves.
1.1 EVALUATION IN DRUG AND ALCOHOL SERVICES
The need to evaluate service provision has presented a serious chdlenge to Drug and 
Alcohol Service providers. The following issues complicate the identification of 
effectiveness:
1. What is success?
Evidence of abstinence following treatment is an attractive measure of success. However, 
abstinence is only achievable or even desirable for a small proportion of clients attending 
services. The failure of abstinence based services to reach large numbers of clients in the 
past was responsible for the recommendations tor Harm Reduction rather than abstinence to 
be the i^ oal for service provision (A.C.M.D. 1989). A wide range of indicators beyond
the level of alcohol or drug use can be used to monitor treatment effectiveness. Beneficial 
changes in physical or psychological health or social functioning are desirable goals.
Thus whether the identified goal is a reduction in drug use, improved physical health or 
reduced offending behaviour, there are no absolutes which can be used as criteria for 
success. Goals may be agreed between individual clients and their key workers. Success 
for some may be incremental changes on limited indicators, for others abstinence may 
indeed be the selected goal.
2. The issue of relapse
In the first part of this Century a disease model of addictive behaviour prevailed. Such a 
model generates simplistic notions of treatment success. The client is either still using the 
drug or is not using it at all. Success is abstinence - failure is a return to drinking or drug 
use following treatment.
More recently a psycho-social model of addictive behaviour has been widely accepted. 
Addictive behaviour is understood as a learned behaviour. Psychological models and 
approaches are incorporated into helping people change this behaviour. A cyclical model 
of behaviour change (Prochaska and DiClemente, 1983) underpins interventions. Within 
this model once behaviour change is achieved, the individual enters a Maintenance phase. 
Ongoing work is required over a prolonged time in order to sustain this maintenance state. 
In this phase ‘Relapse’ is considered a normal although not inevitable event. Thus a client 
who re-uses drink/drugs in a period following achievement of a target level of use is not 
regarded as failing in treatment. The relapse is re-framed as an opportunity to identify 
précipitants of relapse and work continued to prevent a similar occurrence in the future. 
Success in addiction services can therefore mean abstinence or target level use achieved 
but the length of time for which this is sustained is also relevant.
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3. Erratic client attendance
Indicators of service performance desired by Purchasers often include attendance rates of 
clients. Both drug and alcohol using clients are frequently poor attenders. They are often 
very reluctant to attend for a first appointment despite having agreed to this with a referrer 
such as a G.P.. There is great stigma attached to both problematic alcohol and drug use. 
Women in particular are concerned that their children may be taken into care if statutory 
agencies are aware that they have a drink or drug problem.
Even if clients are happy to attend the service, their alcohol or drug use is often such that 
they have great difficulty organising their lives. They are often disoriented in time or may 
simply forget that they have an appointment. In particular clinical experience shows that 
these clients are very reluctant to attend an appointment if they have relapsed because of 
their feelings of failure and shame. From a service efficiency point of view therefore, a 
drug and alcohol service may have what seems to be a very low contact rate as a proportion 
of the number of appointments given.
1.2 EVALUATION OF THE ACORN SERVICE
The Acorn Drug and Alcohol Team has identified monitoring and evaluation as a priority 
in its service development. There was considerable resistance to any suggestion of data 
collection from most members of the team. It was considered an unnecessary interference 
in what was regarded as the much more important task of working directly with clients.
The author was required to develop a comprehensive system of monitoring and evaluation 
for the service. This would need to cover all aspects of service delivery, be meaningful but 
easy to use and, above all, acceptable to members of the team. The process is still in its
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early stages and relies heavily on feedback from Purchasers, Clinicians and Clients to inform 
its further development and refinement.
The author identified the following aims of the current study:
1. To develop a system of routinely monitoring the throughput of clients to this 
service. Statistics such as the number of clients referred, their demographics and 
referral sources and length of waiting times are required by Purchasers.
2. To develop meaningful outcome measures for clinical interventions undertaken 
in the service. These are increasingly required by funding bodies. They are also 
essential to ensure efficient and effective service delivery.
3. To develop a system of service audit which would ensure that a high quality and 
responsive service is provided. The system developed is founded on a set of 
Standards of service delivery which reflect high quality service provision.
The following is a description of the processes involved and systems developed for 
monitoring and evaluation of the team’s work. A literature review is followed by an 
overview of Quality Assurance as the underpinning fi-amework of service evaluation. The 
particular evaluation needs of the team are then considered. This is followed by 
descriptions of the development of the three main data collection systems: Agency 
Statistics; Outcomes and Service Audit.
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2 . LITERATURE REVTTW
2.1 INTRODUCTION
The issue of service evaluation in drug and alcohol services, although extremely topical, 
has not yet been comprehensively addressed. There are many studies examining the 
effectiveness of individual psychological interventions with drug and alcohol users. 
However, clients of a drug and alcohol service are often in receipt of a range of services 
from different members of the multidisciplinary team. They may be receiving help with 
accommodation problems from the Social Worker, a methadone prescription at the clinic 
and then more specific therapeutic interventions with the psychologist. The overall aim of 
the service is “To reduce the harm arising from alcohol and drug use”. It is difficult to 
evaluate the effectiveness of this range of service provision towards this broad aim. One 
client may stop committing crimes as a result of receiving a methadone prescription. 
Another may continue to commit crimes and use street drugs but may begin to resolve a 
psychological problem of long standing. Each of these would be a successful outcome in 
their own terms - each indicates a reduction in harm.
The Institute for the Study of Drug Dependence, Alcohol Concern and The Standing 
Conference on Drug Abuse are the coordinating bodies for national policies and services 
relating to drugs and alcohol. They were all approached for literature searches on Drug and 
Alcohol service evaluation and any additional information on existing evaluation work in 
Drug and Alcohol Services. These searches revealed the lack of information about service 
evaluation programmes. Very few publications were available and those that there were 
often concluded by highlighting the difficulties and possible pitfalls of the evaluation 
process in this setting ( Mattick and Hall, 1994; Hawks and Lenton, 1995).
Evaluation can be considered from many perspectives. Some papers discuss service 
evaluation or outcome monitoring from the perspective of purchasers, some from a clinical 
or treatment outcome perspective. Finally some papers consider the implications of 
computerisation of the evaluation process.
2.2 THE PURCHASERS’ PERSPECTIVE
Edwards and Unnithal (1994) and Strang (1994) have written lengthy advisory papers 
intended to educate purchasers about issues relevant to Alcohol and Drug services 
respectively. These papers cover such issues as epidemiological factors, assessment of 
present and future need and the provision o f a comprehensive range of services for people 
with drug and/or alcohol problems. Such Services range from preventative/education work, 
through service provision for acute states to long-term rehabilitation provision.
With regard to alcohol services Edwards and Unnithal draw attention to research 
demonstrating that less intensive outpatient and shared care can be as effective as intensive 
and exclusively specialist treatment. The stress the importance of matching patient to 
treatment particularly with regard to level o f dependency and concomitant psychological or 
physical health problems.. They also make the salient but often overlooked point that 
failure to provide appropriate help is extremely costly. They quote the finding that an 
untreated alcoholic incurs twice the health costs o f a treated alcoholic (Holder, 1987). A 
similarly comprehensive review of issues related to evaluation of drug services is provided 
by Strang (1994). Again this is written to inform the decision making of Purchasers. This 
review also looks at the broad issues of needs assessment, strategy development and 
funding. Of relevance to a community drug and alcohol team are his suggestions that for 
Purchasers of health services, health outcomes should be paramount.
Strang describes 3 levels of outcome measurement;
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1. the level of service activity
2. the rate o f ‘capture’ and ‘retention’ of clients. This was a target feature of the 
Advisory council on the Misuse of Drugs (ACMD) Report (1989). As part of 
the HTV-reduction initiative services should aim to attract as many injecting drug 
users as possible and retain them within the service for as long as possible. This 
strategy is based on an underlying assumption, as yet not clearly demonstrated, 
that contact with a service will lead to behaviour change and concomitant 
reduction in HIV risk behaviour.
3. the level of harm-related behaviour in drug users should be monitored. This 
essentially concerns harm to health, co-morbid psycho-social problems being 
considered as less amenable to measurement.
It is of interest that Strang, one of the most eminent writers in the field does not include 
reduction in drug use as a recommended outcome measure. This reflects the 
understanding that many drug users are unwilling or unable to curtail their drug use at lest 
in the short term. Even those who do manage to stop using drugs are likely to relapse at 
some time in the future. Thus ‘drug use’ as an outcome measure would be likely to give 
very poor results.
Alcohol Concern (1994) discuss the need to appreciate the complexity and duration of 
alcohol related problems in their advisory paper for Purchasers. Interventions should 
address motivation to change and development of personal and social skills to sustain that 
change. Outcomes should reflect these goals and also encompass the cyclical nature of 
substance misuse, part of which involves relapse. This paper also makes the point that 
people with substance misuse problems have difficulty organising their lives and frequently 
miss appointments. This should be incorporated into the Service evaluation process.
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Determination of which outcomes to measure and by what means is difficult for those 
working in the field. It must be even more difficult for Purchasers who may have no first 
hand knowledge or understanding of the issues involved. Advisory papers for Purchasers 
are there fore essential and crucially important in determining the future development of 
service evaluation.
2.3 THE CLINICAL PERSPECTIVE
In contrast to these advisory papers for Purchasers are numerous outcome studies from the 
Clinicians’s (Provider’s) perspective. Many studies examine the effectiveness of 
treatment. Some consider outcomes as a result of being ‘in treatment’, usually in in-patient 
treatment. Research in this field is difficult. The clients themselves are difficult to engage 
in long term, systematic research. The complex nature of drug and alcohol related 
problems which extend far beyond the addictive behaviour itself together with the 
correspondingly varied facets of treatment intervention are not conducive to tight, precise 
research designs.
One study which evaluated substance abuse treatments is that of McLellan et al. (1982).
Six different modalities were compared and the subjects were also evaluated at a 6-month 
follow-up. Major changes were seen in alcohol and drug use, employment, criminal 
behaviour and psychological functioning. Long term treatment showed greater 
improvement than short term. This study demonstrates that psycho-social changes are 
meaningful outcomes as well as changes in drug and alcohol use.
A study by Hodgson reviewed treatments for alcohol problems. He quotes studies that 
demonstrate that approaches directed towards improving social and marital relationships 
are effective, in particular social skills training, behavioural marital therapy and community
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reinforcement. However, he then goes on to discuss the heterogeneity of alcohol-related 
problems and the consequent difficulty o f comparing patients from different studies.
Mason and Marsden (1994) discuss the move to outcome funding by purchasers. They 
state that purchasers want a demonstrable return on service investment in terms of health 
gains and improved social functioning. There is a move to setting performance targets with 
milestones to monitor progress towards the target. Providers need to be clear about what 
results they can achieve with clients and how they can verify the results.
Thus studies do demonstrate that specific interventions can be effective with certain clients 
inrteducing drug use. However, as stated previously some clients will not alter their drug 
use so in order to measure the impact o f service provision on this client group we need to 
consider the wider measures of reduced crime, improved social functioning etc. for those 
clients involved with the service.
2.4 COIVIPUTERISATION OF EVALUATION PROCEDURES
A final selection of papers considers the value of computerisation of the evaluation 
procedure. Camwath (1991) and Namgaud (1995) discuss the advantages of a 
comprehensive data base recording each client’s evaluation data. The advantages include 
time saving and the ability to easily generate a range of reports using combinations of 
variables. For example, a list of clients registered with an identified G.P. practice or a 
record of drug use throughout treatment could be provided. Carnwath (1991) found that 
the process of computerisation provoked much discussion concerning the philosophy of the 
team. He also found that it improved clinical rigour because of the need to regularly update 
specific information, e.g. Hepatitis status. Both Carnwath and Namgaud discuss the 
potential resistance of clinicians to entering data on a computer. They stress the need for 
those expected to use the system to feel involved, that it is relevant and useful and that they
95
have ownership. Adequate training and support are essential for this technology to be 
productively incorporated into routine work practice.
2.5 A NATIONAL PERSPECTIVE
A report by Bums (1994) for the Standing conference on Drug Abuse (SCODA) 
summarises the current situation in outcome monitoring in drug services. Bums found a 
high level of interest among agencies but that few were actually monitoring outcomes. 
There was not consistency across Agencies. The report continues with some basic 
recommendations for Services considering developing outcome monitoring. These are:
1. Define ‘Outcome’: “a chœige in the client over time”. Thus referral data and service 
evaluation are not outcomes.
2. In order to monitor outcomes clients need to be asked the same set of core questions at 
least 2 points in time - at assessment and on or after leaving treatment. These questions 
should be factual, straightforward, quantifiable and acceptable.
3. Systems introduced should be short and appropriate to the work of the service.
4. An essential step in developing outcomes is to talk to staff, purchasers and clients. Staff 
involvement should be maximised and record keeping should be simplified.
Berridge (1988) deplores the poor co-ordination o f drugs research, discussing the many 
similar initiatives which are ongoing. The demand for service evaluation may have 
exacerbated this wasteful situation. An attempt to develop national guidelines is being 
undertalcen by Gossop et al. at the Maudesly Hospital. The National Treatment Outcome 
Research Study is ongoing and it is intended that the results will inform the development of 
Outcome measures which can be applied at a National level.
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2.6 CONCLUSIONS
The survey of the literature relating to service evaluation in Drug and Alcohol services
demonstrated that this topic is in its infancy. The key points which arose were:
1. Service Evaluation is no longer an option. It is a necessity and a requirement. This is 
not only to meet the needs of Purchasers but also to conform to the Department of 
Health Outcome Funding-based approach for grant allocations.
2. Drug and Alcohol service providers need to identify what evaluation measures are 
meaningful and achievable in their work.
3. -'To avoid the imposition of inappropriate evaluation systems it is necessary to educate 
Purchasers regarding the complexity o f drug and alcohol problems and appropriate 
evaluation criteria.
4. As yet there is no agreed system or even an agreed approach to data collection and 
outcome monitoring across different services. There is neither Regional nor National co­
ordination of this process.
5. An exception is Gossop’s National Study but in the intervening years before this 
produces National guidelines, individual teams and agencies are all producing their own 
systems. This is not only inefficient and wasteful, it also precludes meaningful 
comparisons of outcomes between services. This is not helpful to either Purchasers or 
clinicians.
6. For teams attempting to develop service monitoring and evaluation some key features 
have emerged:
a) A clear distinction should be drawn between agency data and outcome measures.
b) It is important for staff to be involved in the development process.
c) Staff acceptance is essential for computerisation of the system. Adequate 
training and support is vital.
3. SETTING
The Acorn Community Drug and Alcohol Team serves a population of 500,000. The main 
centre of urban population is the city of Guildford which is surrounded by widespread rural 
population. The area is essentially affluent with pockets of deprivation.
The team is multidisciplinary comprising: doctors, clinical psychologists, nurses, social 
workers, and outreach workers. A wide range of services is available from the two team 
bases. These include: individual and group counselling; prescribing clinics; outreach 
work; needle exchanges, G;P., prison and sex worker liaison work; teaching and training 
and access to inpatient and rehabilitation services.
It is essential that a comprehensive monitoring and evaluation system covers all aspects of 
service delivery. It is also important that this activity is seen by all team members as 
constructive and beneficial and not as imposed by management, intrusive, demanding and 
irrelevant.
3.1 TEAM VALUES
The team identified the following core values which underpin service delivery. These are 
of particular relevance to Standard setting as they determine the quality of service desired 
in particular concerning accessibility and confidentiality.
The team believes that each person is a unique individual with personal and cultural 
beliefs and values. We should offer a confidential, non-Judgemental service which is 
accessible to all, irrespective o f gender, ethnic origin, social class, disability or sexuality. 
An important aspect o f  this service is to act as an advocate for the rights o f drug users. 
There is a history o f under use o f services by drug users. We respect the individual's right 
to make an informed choice about their drug use.
We believe that a quality service is best delivered by motivated staff and that motivation 
partly depends on the level and quality o f support and supervision.
98
4. QUALITY ASSURANCE
4.1 INTRODUCTION
Demands on the Drug and Alcohol Service are pressing. The client case load is high and 
the clients themselves are demanding. Every effort is made to reduce waiting lists but the 
resources are not always available. The Acorn team had developed over the past five years 
and at no time had any systematic data collection been introduced. Thus a high level of 
clinical activity was not being recorded, monitored or evaluated. Statistics such as the 
number of referrals had to be manually collated from different sources on request.
The author was charged with responsibility for developing data collection systems which 
would facilitate both the production of basic statistics on service delivery and outcome 
indicators. In addition the employing Trust was encouraging the development of Standards 
and provided an outline format for the^development of Standards. The challenge was to 
develop systems which were meaningful and acceptable to clinicians and which would also 
produce data of use to Purchasers and the Trust.
Quality Assurance can be used as both the rationale for and underpinning framework of 
the data collection and outcome monitoring procedures being developed. These activities 
are meaningless and a waste of resources unless they contribute to enhancing the quality of 
service provided. ‘Quality’ is defined as ‘degree of excellence’ (O.E.D., 1978). This 
abstract notion is difficult to operationally define and thus to quantify. Health care workers 
have levels of professional excellence to which they aspire and these may be used to inform
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decisions about what represents ‘good quality’. However, clients and referrers, the 
recipients of the service provided may also have ideas about what they consider to be a 
high quality service. There is also a wider brief - what is the quality of service being 
provided by the team to all drug and alcohol users in the catchment area? The input of all 
these parties is also needed i f ‘Quality Assurance’ is to be comprehensive.
Quality Assurance is a concept originally developed for industry. It was recognised that 
poor quality products were not acceptable to consumers. There were cost savings to be 
made by changing working practices to ensure high quality, i.e. consumer acceptable 
products. In the commercial world consumers can and do show theif dissatisfaction with 
poor quality by refusing to purchase a product. In health care provision the ‘consumer’ 
does not have such direct control. (This is changing as Purchasers act on the ‘consumers” 
behalf.) In immediate terms our clients may not perceive that they have any choice in 
attending the service because they are now aware of any alternative. They are unable to 
‘vote with their feet’ if the service is of poor quality. It is therefore incumbent upon service 
providers to conscientiously ensure that the service provided is always of the highest 
quality. The issue of quality is also paramount if different providers are tendering to 
provide a service.
4.2 THE AUDIT CYCLE
The Audit cycle describes a process of systematic service review which is a useful tool in
ensuring high quality service provision. Audit has been defined as
‘ . . .  the process o f  reviewing the delivery o f health care to identify deficiencies so that they 
may be remedied. ” (Crombie et al., 1993)
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The identification of deficiencies is achieved by comparing current practice with agreed 
standards. These standards are used as part of the cyclical process of audit as shown in 
Figure 4.1. If current practice is not up to the identified Standard, changes should be 
implemented in order to remedy the deficiency. Thus audit is a dynamic process. The key 
objective of audit is the implementation of change, informed by the audit to effect 
improved service delivery. The gauge by which quality is measured is the Standard 
originally selected.
Although supported by management in the endeavour, the author faced several constraints 
in the task of producing a meaningful quality assurance programme. These included:
1. Resources the development of a comprehensive and effective quality assurance 
programme is a major undertaking both for the developer and for the team 
members who will be required to inform the process and undertake the data 
collection. Time should be identified and set aside for this operation. This is 
difficult to achieve when clinical caseloads are at saturation point. Eventually 
funding will be needed to computerise and thereby increase the efficiency of the 
developed system.
2. Team co-operation - alcohol and drug agency workers tend to be very 
practically oriented. Clients can be chaotic, unpredictable and demanding. The 
work is very stressful. It is therefore not surprising that there is often resistance 
to the imposition of apparently irrelevant, routine paperwork. It is essential that 
the quality assurance programme is not only accepted but also owned by the 
team as a whole.
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FIGURE 4
THE AUDIT CYCLE
Observe Current Practice
Implement Change Set Standards of Care
Compare Practice with Standard
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3. Computer phobia - the ultimate goal will be for team members to take 
individual responsibility for entering their data on a computer. Good training, 
support and a very ‘user-friendly’ computer programme will be necessary.
Thus the author was required to develop a quality assurance programme including systems 
for collecting service delivery data, for collecting meaningful outcome data and developing 
an audit process for a large community Alcohol and Drug community team. The synthesis 
of these three initiatives produces a Quality Assurance programme which is dynamic, 
responsive to change and can be used to inform service development.
The development and implementation of the quality assurance programme will now be 
described under the following headings:
1. Agency Statistics - systems developed to record routine service throughput data.
2. Outcome Monitoring and Evaluation - data designed to indicate the benefits or 
otherwise of service delivery for clients.
3. Standards - the development of Service Standards and implementation of the 
associated Audit cycle.
This work is still in the early stages of development and the Conclusions consider the 
benefits to date and recommendations for future changes in the quality assurance 
programme.
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5. AGENCY STATISTICS
5.1 INTRODUCTION
The purpose of this section is to develop a method of routinely collecting statistics relating 
to referrals and throughput. Such statistics are required both by Purchasers and 
management to inform service development. The author was concerned to develop a 
system of data collection which whilst comprehensive, added as little as possible extra 
clerical work to normal record keeping. The intention was to develop standardised 
admission and discharge procedures for use by all clinicians. The data could then be 
regularly forwarded to the author who would collate it and present the summarised 
information as quarterly reports to management.
Purchasers and the employing Trust are concerned with such elements as client tliroughput 
and waiting lists. A high client throughput combined with a short or non existent waiting 
list would be considered desirable. Unfortunately numbers referred or even numbers seen 
do not convey anything about the quality of service provided for clients. Of more interest 
would be numbers who attend following referral or the number of appointments attended as 
a proportion of those given or even the number of clients who prematurely drop out of 
treatment.
These issues are particularly pertinent in a Drug and Alcohol Service. Drug using clients in 
particular are often very ambivalent about attending a Statutory service. This means that 
although a G.P. may make an appropriate referral the client him/herself may decide not to 
attend the appointment offered. The lifestyle of both drink and drug using clients is often 
extremely chaotic. Appointments are often missed sometimes because of problems of 
organisation and time keeping and sometimes because the client has relapsed and is too 
intoxicated or too ashamed of the relapse to attend. It is important that Purchasers are 
aware of these issues when considering crude statistics of service provision.
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Having considered the various indicators of service activity available the author suggested 
to the team that four levels of activity could usefully be recorded. These were accepted as 
follows:
A: Incoming Activity 
This is essentially referral data. Basic demographic details of referrals can be collated 
together with referral source and reason for referral. Such data gives an indication of 
demand on the service together with a profile of the client group and those agencies which 
are making referrals. This is particularly useful when looking at trends over time and 
planning future service provision.
B. Outgoing Activity
This information concerns the status of a client at discharge. A high proportion of 
unplanned discharges would be a cause for concern as it would imply that clients are not 
getting the service they require.
C. Clinical Worldoads
Monitoring of workload is very difficult for healthcare workers to accept. Many healthcare 
workers enjoy a high degree of autonomy in organising their workloads and resent the 
intrusion of this form of monitoring. It may be seen as a disciplinary tool of management. 
However, in the business world where a service is being purchased time sheets are essential 
in working out costings for different aspects of service provision. As Healthcare becomes 
more and more commercialised this form of data collection may become routine.
D. Unfulfilled need
If the service is to be dynamic and develop in response to user requirements, it is necessary 
to develop some form of recording those occasions when a need is identified wliich cannot 
be met. These identified needs should be considered in future service developments. It 
should be recognised that although identified, fulfilment of those needs may not be possible.
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5.2 INCOMING ACTIVITY (REFERRAL DATA)
The following information will be routinely recorded at referral:
Client Code Client’s age and sex
Client’s Post Code (1®* 3 digits) Referral Source
Primary drug for which referred Client’s G.P.
Receipt of referrals can be haphazard. Some referrals arrive by post, some are telephone
calls and some clients make a personal visit to refer themselves. Recording of the above
A,
information at this point could be unreliable. This is particularly so since^ay member of 
the team may take the initial referral. However, all referrals are discussed and logged at a 
weekly referral meeting. It is at this meeting that they are allocated for assessment, waiting 
list of whatever is appropriate.
The following procedure was therefore agreed upon. At the Referral Meetings, one person 
would take responsibility for completing one entry per referral on the record sheet, see 
Figure 5.1. This will ensure that every referral to the service is recorded, even if the client 
does not attend in the future. Statistics can then be collated on many variables. The 
referral pattern by age or sex and drug of use can be explored. Variations in referral by 
area or G.P. can be considered. Patterns in source of referral could indicate areas for 
targeting service information. Over time, trends in drug of choice can also be identified. 
(Obviously this trend will only reflect willingness to engage with a service. It may have 
little relation to trends in the general population.) Thus by routinely including a one-line 
record of each referral at the weekly Referral meeting, reliable and up to date information 
is always available about incoming demand to the service.
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5.3 OUTGOING ACTIVITY - DISCHARGE DATA
Having quantified Incoming Activity it is also relevant to record Outgoing statistics. 
Purchasers and the employing Trust require information regarding; Length of Waiting 
Time; Number of Contacts; Number of non-attendances (DNA’s) and Outcomes.
Length of Waiting Time
This is deemed to be an indicator of Service Performance. Government recommendations, 
incorporated into the Patients’ Charter define a maximum waiting time between referral and 
first appointment. For this reason many services with long waiting lists operate a rapid 
assessment policy - clients are seen within one or two weeks of referral for assessment only. 
Following assessment they may be offered an appointment if available, given self-help 
literature, referred elsewhere, join a group or be placed on a waiting list.
The Acorn Drug and Alcohol team did at one time have a long waiting list and initiated 
early assessments. However, this was found to be very unsatisfactory both for clinicians 
and clients. It is important to remember that Motivation is a key factor in working with 
Drug and Alcohol problems. Often people only attend when their lives are intolerable and 
they are motivated to begin to change. The initial assessment is often an opportunity to 
explore the accumulation of negative effects which have arisen from the drink and/or drug 
problem and resulted in the client attending the service. It was unacceptable to both clients 
and clinicians to follow such an assessment by a possibly indefinite period of inactivity 
before therapeutic interventions could begin. The team decided to accept the fact of a 
waiting list and put pressure on management to increase resources in order to reduce the 
length of waiting time.
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Number of Contacts. DNA’s and Cancellations
Clinicians recorded client attendances, non-attendances and cancellations. As previously 
discussed, DNA’s are high for Drug and Alcohol services. This represents inefficient use of 
resources as appointments booked commit the clinician and counselling space for that hour. 
This is not only wasteful but also precludes other clients being seen.
Outcomes
Purchasers are also concerned to identify Outcomes as a result of involvement with the 
Service. This will be explored more fully in Section 6.
Discharge information will be routinely collected for each client at the time of Discharge. 
Clients in a Drug and Alcohol Service are rarely discharged permanently. It is in the nature 
of drink and drug problems that the client is likely to relapse at some time in the future. 
Clients therefore tend to re-present themselves as the need arises. This could be 4 weeks, 4 
months or 4 years after a formal Discharge. For this reason a Discharge procedure had to 
be developed so that all team members were recording the clients’ behaviour and progress 
in a consistent manner. The Discharge Procedure, Appendix 1, states that clients are 
formally discharged after 6 months of non-contact with the Service. This may be following 
a clinical decision to terminate treatment by agreement or the client may just drop out of 
treatment. This long period of time was decided by the Team members to be the most 
appropriate. A shorter non-contact interval would mean the same client being constantly 
discharged and then re-referred.
At Discharge the worker completes a one-line summary of the length of waiting time, the 
client’s attendances and circumstances of discharge. Four options are available: Drop Out; 
Mutual Agreement; Referred On; Deceased. As in the collection of referral data, this one 
line summary provides a wealth of information about client contact with the service. The 
discharge records are processed by the author for the quarterly reports.
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5.4 CLINICAL WORKLOAD
The employing Trust is obviously concerned to clearly identify the activities in which team 
members are involved. Many Services are required to keep detailed Activity Logs. To date 
the Acorn Team members are not required to account for or apportion their time in any 
systematic way. However some team members informally keep a gross record of activity, 
see Table 1. This is only used to record hours worked, leave, study leave and time in lieu 
taken. A more detailed breakdown of team member activity could include elements such as: 
direct client contact; 1:1 or group contact; liaison regarding clients; teaching/training; 
supervision; research; administration; travel.
Team members were resistant to recording time allocation as they suspected it would be 
used as a management tool. They also considered that it implied a lack of trust and 
professional integrity. However, whatever the pros and cons, the fact remains that the team 
is now part of a business environment. As such each person can and should expect to be 
accountable for their time. Many private businesses and professions routinely record 
activity down to 15 minute intervals without any apparent ill effects. As with many new 
procedures the barrier to be overcome will be acceptance by teani members. In the present 
system Activity levels of individual team members are not routinely recorded although some 
individuals used this format for their own record keeping.
1 1 0
TABLE 1 n a m e  : :i u u u
Dace 1 Dav ! Sea ! Fin i Brk | Hrs | X cs  | L v e  ; F-F ; P N A | Grp I Other
: Mo.
1 TOT.
! TOT.
I TOT
! Mo
Sta: Start Time; Fin: Finish Time; Brk: Break;Hrs: Hours; Xcs: Excess hoursIŒ Y :
Lve: Leave: F-F:Face to Face; DNA: Did Not .Arrive; Grp: Group
5.5 UNFULFILLED NEED
A final category of information which is particularly relevant to Purchasers is non-activity.
It is important to identify and record the needs or expectations of clients which, though 
appropriate to the service, the team is unable to meet.
This information is valuable in extending and developing the existing service in a user 
responsive way. It also acts as an indicator of changing demands for services which may be 
reflecting changes in drug and alcohol use in the population at large. An obvious and 
currently topical example of this is the newly identified large increase in drug use by school 
children. As a service the Acorn Team was not often involved with this client group. 
Requests from schools, parents and children have highlighted this gap in service provision. 
Steps are now being taken to develop specific services for this group.
The monitoring of unfulfilled need can cause difficulties for the Trust as resources are 
limited. Frequently the demands made are far in excess of the resources available. Thus the 
request for a particular injectable form o f a drug which clinically may have been 
advantageous to the client was denied as it was considered that this would lead to an 
increased demand for this product for which no budget was available. Similarly the frequent 
requests for an alcohol detoxification unit are not met because of the huge financial 
implications of setting up a residential unit. However, if the demand is sufficient such a unit 
may be viable as it could be a saleable asset to services out of the area and thereby become 
self funding.
Resources are always the limiting factor when considering unfulfilled need. If the need is 
sufficient it may be worth developing a new aspect of the service. However, raising issues 
of unfulfilled need may lead to unrealistic hopes and expectations from clients with 
consequent dissatisfaction with the team and the Trust if the desired provision is not made.
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6. OUTCOME MONITORING AND EVALUATION
The purpose of this project was for the author to develop measures which would 
meaningfully and simply record outcomes from clinical interventions. Although there are 
many potential scales and measures which could be used these are time consuming both to 
collect and process. The data collected is again collated and analysed by the author 
quarterly.
6.1 OUTCOME CRITERIA
Having regard to the literature and in particular the recommendations of the Alcohol 
Concern report, the author identified the following as key features of the chosen outcomes.
1. Relevance to Service Aims
The stated aim of the Acorn Community Drug and Alcohol Team is to reduce the 
harm accruing to drug and/or alcohol users, their families and the community as a result of 
alcohol and/or drug use. Outcome measures must reflect this broad aim rather than 
focusing only on, for example, illicit drug use or units of alcohol consumed. The 
identification of specific outcomes in this context was a major challenge for the author. A 
successfiil outcome for one client may be gaining employment, for another it may be a 
switch from injecting drugs to using a prescribed oral alternative. A large number of 
specific areas were identified as indicators of outcome. At this point the data collection 
became potentially very cumbersome.
2. Ease o f collection
Team members were adamant that they did not want a lot of extra paperwork. The whole 
venture of data collection and evaluation was considered by many to be an unwelcome
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distraction from their ‘real’, i.e. clinical, work. (As will be discussed later, in the event this 
was not the experience of the clients.) In the face of such opposition it was imperative that 
the data collection system should be easy and minimally intrusive.
3. Data collected should be objective
The greater the objectivity of the data collected, the more meaningful are the 
comparisons of change over time and also between different groups of clients. Ideally 
standardised measures should be used to monitor change. However, these usually comprise 
multiple questions to arrive at a score of for example depression. The high number of 
variety of outcome measures which were te be used, from accommodation and employment 
to psychological health, a total of 12 in all, meant that a very brief scoring system was 
required.
4. Chanse throushout contact should be monitored
The simplest form of outcome monitoring would be to compare data at initial assessment 
and data at the time of discharge. This can be a routine procedure for planned discharges. 
However, such a system would miss 2 large sectors of the client group of a drug and 
alcohol team.
a) Drop Outs
For a variety of reasons clients may cease to attend the service without warning. Since the 
‘departure’ is unplanned, no measures would be available to compare with those recorded 
at first assessment/ There would be no record of ‘progress’ or ‘lack of progress’. Such 
information is crucial to the Service since it may indicate features related to early 
discharge. For example, it may become evident that clients who do not change their level 
of drug use do not stay in contact with the service. Poor social relationships may be found 
to be a feature of those who discontinue treatment.
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b) Prescribing Clinic Clients
C l i e n t s  a t t e n d i n g  t h e  p r e s c r i b i n g  c l i n i c  a r e  o f t e n  r e c e i v i n g  m a i n t e n a n c e  p r e s c r i p t i o n s .  T h i s  
i s  a n  o n - g o i n g  a n d  h e n c e  l o n g - t e r m  i n v o l v e m e n t  w i t h  t h e  S e r v i c e .  T h e s e  c l i e n t s  m a y  b e  
w i t h  t h e  s e r v i c e  f o r  a  n u m b e r  o f  y e a r s .  S i n c e  t h e y  a r e  n o t  d i s c h a r g e d ,  r e l i a n c e  o n  d i s c h a r g e  
d a t a  f o r  o u t c o m e s  p r e c l u d e s  t h e  r e c o r d i n g  o f  c h a n g e s  o c c u r r i n g  i n  t h i s  c l i e n t  g r o u p .  T h e  
p r e s c r i b i n g  c l i n i c  i s  a  c o r e  f e a t u r e  o f  t h e  s e r v i c e .  I n d e e d ,  i t  i s  o f t e n  r e f e r r e d  t o  a s  t h e  
‘ H a r m  R e d u c t i o n  C l i n i c ’ . I t s  j u s t i f i c a t i o n  l i e s  i n  a n t i c i p a t e d  c h a n g e s  o v e r  a  w i d e  r a n g e  o f  
b e h a v i o u r  c o n s e q u e n c e  u p o n  r e c e i v i n g  a  r e g u l a r  p r e s c r i p t i o n .  I t  i s  v i t a l  t h a t  t h e s e  c l i e n t s  
a r e  a l s o  r o u t i n e l y  m o n i t o r e d  o v e r  a  r a n g e  o f  m e a s u r e s .
6.2 THE SYSTEM
A f t e r  m u c h  d i s c u s s i o n  a n d  d e l i b e r a t i o n  w i t h  t e a m  m e m b e r s  t h e  a u t h o r  d e v i s e d  a  s y s t e m  o f  
d a t a  c o l l e c t i o n  w h i c h  i n c o r p o r a t e d  t h e  a b o v e  p o i n t s .  P r e s s u r e  f r o m  P u r c h a s e r s  t o  p r o v i d e  
o u t c o m e  m e a s u r e s  f o r  a l l  c l i e n t s  p r e c i p i t a t e d  t h e  i n t r o d u c t i o n  o f  t h e  s y s t e m  a c r o s s  t h e  
S e r v i c e  w i t h o u t  a n  i n i t i a l  p i l o t .  P r o b l e m s  a n d  i m p r o v e m e n t s  b e c a m e  a p p a r e n t  ‘ i n  t h e  f i e l d ’ 
a n d  t h e s e  a r e  i n c o r p o r a t e d  a s  t h e  s y s t e m  i s  r e f i n e d .  A s  w i t h  a l l  o t h e r  d a t a  a n d  d a t a  
c o l l e c t i o n  s y s t e m s  t h e i r  v a l u e  w i l l  b e  c o n s i d e r e d  r e g u l a r l y  a s  p a r t  o f  t h e  a n n u a l  a u d i t  o f  
s e r v i c e  p r o v i s i o n .
6.2.1 Outcome categories
T h i s  w a s  c o m p l e x  t o  r e s o l v e .  I t  w a s  i m p o r t a n t  t o  i n c l u d e  s o c i a l ,  h e a l t h  a n d  b e h a v i o u r a l  
i n d i c a t o r s  a n d  a  c o m p l e t e  l i s t  i s  u n w i e l d y .  T h e  f o l l o w i n g  s e t  o f  h a r m  r e d u c t i o n  o u t c o m e s  
w a s  f i n a l l y  a g r e e d :
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Occupation
Accommodation
Social Support
Contact with Health Services Injecting Behaviour
General Health
Mental Health
Offending Behaviour Sexual Risk
Methadone Use 
Alcohol Consumption 
Other Drug Use
6.2.2 Ease of Collection
A  s i n g l e  s c o r e  w a s  r e q u i r e d  f o r  e a c h  c a t e g o r y .  E a c h  c a t e g o r y  w a s  s u b d i v i d e d  
h i e r a r c h i c a l l y .  E a c h  s t a g e  r e p r e s e n t s  a  m o r e  ‘h a r m f u T  s t a g e  t h a n  t h e  p r e v i o u s  o n e .  F o r  
e x a m p l e :
Stable 0 Abstinent 0
Occupation: Temporary Drug Use: Prescribed Reducing 1
unemployment 1.................................. ...........
Unemployed 2 Illicit Chaotic 7
Long Term Sickness 3
T h e  C o d i n g  f o r  a l l  t h e  c a t e g o r i e s  i s  s h o w n  o n  t h e  r e c o r d  s h e e t .  T h e  f u l l  d a t a  
c o l l e c t i o n  s h e e t  ( T h e  G r i d )  i s  s h o w n  a s  F i g u r e  6 . 1 .
6.2.3 Objective Coding
E v e r y  e f f o r t  w a s  m a d e  t o  u s e  o b j e c t i v e  a n d  t h e r e f o r e  r e p r o d u c i b l e  d e f i n i t i o n s  i n  t h e  
o u t c o m e  c r i t e r i a .  H o w e v e r ,  t h e r e  i s  o f t e n  a  c o n f l i c t  b e t w e e n  o b j e c t i v i t y  a n d  e a s t  o f  d a t a  
c o l l e c t i o n .  F o r  e x a m p l e ,  t h e  M e n t a l  H e a l t h  C a t e g o r y  o f f e r e d  s u b j e c t i v e  s c o r e s  s u c h  a s  
Satisfactory 1; Poor 3. T h e  s c o r e  w a s  d e r i v e d  u s i n g  c l i n i c a l  j u d g e m e n t  o f  t h e  c l i e n t  a t  t h e  
t i m e  o f  p r e s e n t a t i o n .  E n h a n c e d  o b j e c t i v i t y  a n d  t h e r e f o r e  v a l u e  c o u l d  b e  o b t a i n e d  b y  t h e  
u s e  o f  t h e  G H Q  t o  i d e n t i f y  a  M e n t a l  H e a l t h  s c o r e .  H o w e v e r  m e m b e r s  o f  t h e  t e a m  w e r e  n o t  
w i l l i n g  t o  u s e  w h a t  t h e y  c o n s i d e r e d  a  t i m e  c o n s u m i n g  a n d  u n d u l y  i n t r u s i v e  i n s t r u m e n t .
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A. ATTENDANCE
0  * Arrive
OT = Phone Counselling
1 = Cancelled
2 = DNA
D. SOCIAL SUPPORT
U = Oplimum Support
1 = Limited support
2 = Lillie support
3 = No support
B. OCCUPATION
I) = Stable Siaius
1 = Temporary/casual
2 = Unemployed
3 = Long term sickness
C. ACCOMMODATION
0 =* Pcnnancnl accommodation
1 = Temporary
2 = NFA
E. FORENSIC
0  = No Drug/Alcohol related o(lending in the last 6
mo mils
1 = Drug/Alcohol related o(lending in the last 6
montlis
2 = Drug/Alcohol related o(lending in last 3-6
montlis
3 = Drug/Alcohol related oflcnding in last 3 months
4 = Drug/Alcohol related o(lending in last month
j Drug/Alcohol related offending in last week
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F. CONTACT WITH OTHER SERVICES 
RE: HEALTH AND PRESCRIBING
0 = No current health problems
1 = Contact every 3 months with GP/Hcallh Services
2 = Contact every 2 montlis with GP/Hcalth Serv ices
3 = Contact every month with GP/Heallh Sen iccs
4 = Weekly contact with GP/Hcaltli Services
5 = Daily contact with GP/Hcalth Services
6 = Inpatient care witli GP/Hcaltli Services
7 = Health problems but no contact with
GP/Heallh Services
G. GENERAL HEALTH
0  = No Health Problems
1 = Minor Healtli Problems
2 = Some Health Problems
3 = Major Health Problems
H. MENTAL WELL BEING
0
1 = 
2 =
3 =
4 =
: Good 
Satisfactory 
Mixed 
Poor 
Suicidal
I SEXUAL RISK
0 =» Not at risk
1 = Usually use a condoni/femidom during
sexual intercourse
2 = Occasionally use a condom/femidom during
sexual intercourse
3 = Never use a condom/feniidom during sexual
intercourse even though at risk
J. HEP B/HIV RISK BEHAVIOUR DUE TO 
SHARING INJECTION PREPARATION 
EOUH>MENT
0 = Never shared injecting or preparation equipment
1 = Last shared over six months ago
2 = Shared within last 3-6 montlis
3 = Shared within last 3 montlis, not more than once
per week
4 = Shares at least weekly
5 = Shares dailv
K. IN JE C T IN G  C O D I N G
0 = Has never injected
1 = List incjctcd over 6 months ago
2 = Has injected within last 3-f* months
3 = Has injected within last 3 months, but does not
inject more tliaii once a week
4 = Injects at least once per week
5 = Daily Injector
L. METHADONE
0 -  Not using Methadone
1 '= On Methadone but reducing amount (no illicit
drugs in last 6 montlis)
2 = On stable prescription of Methadone (no illicit
drugs in last 6 months)
3 = Metliadonc prescription increasing (no illicit
drugs in last 6 montlis)
4 = On Methadone witli an occasional (less than 
 ^ weekly) illicit drug use in last 6 months
5 = On Methadone but regular (more than once a
week) Illicit drug use
6 = Taking Metliadone irregularly (going out of
script, missing appointments) and/or with 
illicit drug use
7 = Illicit drug use
M. ALCOHOL
0 = Not currently drinking
1 = In past week, within safe limits ( 14/21)
2 = In past week, high risk levels (35/50)
3 = In past week 50-100 units
4 = In past week 100-150 units
5 * In past week 150+ units
N. O & P  OTHER DRUG AND STAGE
0 = None
1 = Cannabis
2 = Benzodiazepines
3 = LSD
4 = Ecstasy
5 = Magic Mushrooms
6 = Solvents
7 = Cocaine
X = Amphetamine
9 = Heroin
10 = Other types of opiates
0 = Abstinence
1 = Prescribed reduction
2 = Prescribed maintenance
3 = Prescribed chaotic use
4 = Illicit occasional use
5 = Illicit reducing use
6 = Illicit regular use
7 = Illicit chaotic use
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6.2.4 Change Throughout the Contact Period
A s  d i s c u s s e d  e a r l i e r  i t  w a s  c o n s i d e r e d  e s s e n t i a l  t h a t  m o n i t o r i n g  s h o u l d  b e  c o n t i n u o u s .  F o r  
t h i s  r e a s o n  a  s y s t e m  w a s  d e v e l o p e d  t o :
a )  r e c o r d  h a r m  r e d u c t i o n  c a t e g o r i e s  a t  i n i t i a l  a s s e s s m e n t
b )  r e c o r d  e v e r y  a t t e n d a n c e / n o n  a r r i v a l / c a n c e l l a t i o n
c )  r e c o r d  a n y  change i n  a n y  c a t e g o r y  at every contact.
A  g r i d  s y s t e m  w a s  d e v e l o p e d  ( s e e  F i g u r e  6 . 1 )  w i t h  o n e  c o l u m n  f o r  a t t e n d a n c e  a n d  o n e  f o r  
e a c h  o f  t h e  h a r m  r e d u c t i o n  c a t e g o r i e s .  E a c h  r o w  r e p r e s e n t s  o n e  a p p o i n t m e n t .
A t  a s s e s s m e n t  t h e  c l i e n t  i s  g i v e n  a  c o d e d  s c o r e  f o r  e a c h  h a r m  r e d u c t i o n  c a t e g o r y .  A t  a l l  
s u b s e q u e n t  a p p o i n t m e n t s  a t t e n d a n c e / n o n - a t t e n d a n c e  i s  r e c o r d e d .  I f  t h e r e  h a s  b e e n  a  
c h a n g e  i n  a n y  o f  t h e  h a r m  r e d u c t i o n  c a t e g o r i e s  t h i s  i s  a l s o  r e c o r d e d .  T h u s  i f  s o m e o n e  
u n e m p l o y e d  a t  a s s e s s m e n t  h a s  n o w  f o u n d  a  j o b ,  h i s  s c o r e  o f  2  a t  a s s e s s m e n t ,  w o u l d  b e  
e n t e r e d  a s  0  i n  t h e  r o w  f o r  t h a t  a p p o i n t m e n t .  S i m i l a r l y ,  s o m e o n e  d r i n k i n g  1 4 0  u n i t s / w e e k  
a t  a s s e s s m e n t  w o u l d  s c o r e  4 .  A t  a  s u b s e q u e n t  a p p o i n t m e n t  c o n s u m p t i o n  m i g h t  h a v e  f a l l e n  
t o  4 0  u n i t s  -  a  s c o r e  o f  2 .  T h u s  a t  a n y  p o i n t  i n  t i m e  t h e  G r i d  g i v e s  a  c o d e d  s u m m a r y  o f :
a )  t h e  c l i e n t s  p o s i t i o n  a t  a s s e s s m e n t
b )  o f  a l l  c h a n g e s  s i n c e  t h a t  t i m e
c )  a t t e n d a n c e s ,  n o n - a t t e n d a n c e s  o r  c a n c e l l a t i o n s .
A t  D i s c h a r g e  o r  a n n u a l  d a t a  c o l l a t i o n  a  1 - l i n e  s u m m a r y  c a n  b e  c o m p l e t e d  f o r  t h e  c l i e n t .
F o r  e a c h  o f  t h e  h a r m  r e d u c t i o n  c a t e g o r i e s  a n  e n t r y  i s  m a d e  i d e n t i f y i n g  c h a n g e  s i n c e  
a s s e s s m e n t :
Harm Increased (H.I.) Harm Unchanged (H.U.)
Harm Reduction Maintained (H.R.M) Harm Reduced (H.R.)
T h e  t w o  c a t e g o r i e s  H a r m  R e d u c t i o n  M a i n t a i n e d  a n d  H a r m  U n c h a n g e d  w e r e  i n t r o d u c e d  t o  
d i f f e r e n t i a t e  b e t w e e n  2  s o r t s  o f  n o n - c h a n g e .  T h i s  i s  b e s t  i l l u s t r a t e d  w i t h  a n  e x a m p l e  o f
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alcohol use. A client drinking 140 units/week (4) at assessment and still drinking 140 
units/week (4) at discharge {a negative outcome) is recorded as Harm Unchanged. A  
client perhaps contacting the service immediately after a detoxification programme may be 
abstinent at assessment - Score (0). The same client may be discharged 6 months later still 
abstinent (Score 0), i.e. no change. However, this is regarded as a positive outcome and 
recorded as Harm Reduction Maintained.
6.3 FUTURE DEVELOPMENTS
This system of monitoring outcomes is still being developed. Its advantages are already 
becoming apparent but so are its many problems.
6.3.1 Difficulties
There are two major difficulties:
1. Lack o f objectivity
The next focus of attention must be to increase the objectivity of the scoring for each 
Harm-Reduction category. As stated earlier, this means striking a balance between a 
mammoth coding manual and questionnaires and ‘guesses’ or estimates made by the 
clinician or client.
2. Selection of categories
The harm reduction categories were selected as meaningful outcome measures. They are 
meaningful to the team as drug and alcohol workers, they are meaningful to purchasers. 
However, the clients have not been consulted about their definition of meaningful 
outcomes. Some clients show very little change on the existing measures and yet they 
continue to attend often at considerable inconvenience to themselves. We may be failing to
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register outcomes which are meaningful to clients. This is an important consideration since 
one of the objectives of, in particular, community drug services is to reach clients not 
presently in touch with services. If we can establish what benefits clients feel they get 
from attending perhaps we can change service delivery to enhance those benefits and 
attract more users into the service.
6.3.5 Advantages
Many advantages of this system over and above the data produced are becoming apparent. 
One is that it encourages more thorough enquiry into all aspects of client’s well being at 
assessment.
A totally unanticipated benefit of using this system has emerged. Clients frequently ‘take 
possession’ of their grids and give considerable thought to just where they are on the 
various categories. Contrary to team members’ predictions, many clients enjoy completing 
‘the grids’. Such enhanced involvement of clients in their own treatment programmes is 
beneficial in a service which encourages client empowerment.
The use of the grids with clinic clients has had a considerable impact. Prior to seeing the 
doctor, each clinic client completes his/her grid with another team member in a separate 
room. This has unexpectedly become extremely valuable in enabling clients to express 
concerns about areas of their lives apart from the prescription. Several clients have already 
been referred on for counselling or have been helped to contact social Services, Citizens 
Advice Bureau etc. solely as a consequence of this procedure. It seems that inadvertently 
we have developed a method of truly engaging the client in all that the service can offer 
which is the underlying purpose of the prescribing clinics.
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7. QUALITY ASSURANCE -
STANDARD SETTING
The author was requested to develop and implement Standards of service provision for the 
Acorn team. The requirement for Standards was imposed by the employing Trust. 
However, for the standards to be meaningful and therefore effective in enhancing quality of 
service provision it was important for all team members to be engaged in the process. The 
challenge for the author was to ‘sell’ this time consuming exercise which was regarded by 
many as yet another example of management wasting their valuable clinical time.
It was also important for team members to understand that this is part of an on-going 
process. Once developed, the author will have responsibility for regularly monitoring the 
standards, feeding back to the team and then ensuring that the necessary changes are made 
in response to such feedback. The author will devote one day a year with the whole team to 
review the Standards and all other aspects of service evaluation.
As discussed in Section 3 the Audit cycle is a framework which ensures systematic 
monitoring of service delivery. The Audit cycle depends on the setting of Standards. An 
identified Standard has a target percentage of attainment which has been identified, usually 
on the basis of clinical judgement, as consistent with high quality service provision. Thus a 
Standard for Confidentiality could outline criteria to be reached 100% of the time.
Anything less than this level of attainment at the annual review would then be deemed to be 
below standard. Changes should be initiated to ensure that the stated target is reached in 
future.
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There are many ways in which the fundamental Standards can be derived. The author first 
identified the specific areas of service delivery for which Standards were to be derived. 
Following this the author led the different sections of the team through the process of 
developing Standards for the parts of service delivery for which they were responsible.
Thus the Outreach team were concerned to identify a Standard for provision of a Needle 
and Syringe exchange whereas members of the prescribing clinics were concerned to 
develop Standards for this service to heroin using clients. Some areas of service delivery 
were the responsibility of the whole team. These would include such aspects as 
Accessibility, Reception and Confidentiality. This process of negotiation was extremely 
lengthy. There was always a struggle between the desire to establish Standards appropriate 
to an ‘ideal’ service and those which are realistically attainable within resource limitations. 
Difficulties would arise when resource limitations clearly were inadequate to the Standards 
which professional practice would dictate. As an example, this would apply to the 
prescribing of injectable opiates. A clinical judgement would occasionally be made that this 
is desirable. Trust policy denies this provision. There was also a realisation that Standards 
which responded to users’ ideals would also be beyond the resources of the service. A 24- 
hour on call service is frequently requested but is not achievable.
The outline format used to develop Standards for each area of Service delivery is shown in 
Section 7.1. Using this format Standards were developed for the following key areas of 
service delivery: Referral/Access to the Service; Assessment; Response/Intervention; 
Service Issues; Harm Reduction Clinics and Outreach.
Each of these areas was subdivided into discrete aspects and a Standard for each developed. 
The detailed Standards are shown in Section 7.2.
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7.1 STRUCTURE OF A STANDARD
A Standard Statement : A statement describing the broad objectives of the standard.
Criteria:
Structure Criteria: Resources in the system which are necessary for the successful 
completion of the task under review, e.g. equipment; ancillary services; agreed policies and 
procedures - what you need.
Process Criteria: Actions undertaken by staff (and/or in conjunction with clients 
or relatives) in order to achieve certain results, e.g. assessment techniques, actions in 
implementing and monitoring care - what you do.
Outcome Criteria: These are related to the desired effect in terms of client 
responses, behaviours, levels of knowledge etc. - what you expect.
Monitoring : a) what should be monitored and to what level of detail
b) Frequency of monitoring.
Standard Expected: Percentage of the Standard achievement which is acceptable.
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STANDARDS
1. PUBLICITY
GOAL: Local population should have ready access to accurate and up-to-date
information about the service.
STRUCTURE CRITERIA: Provision of:
Posters, Leaflets, Business cards. 
Adverts in local media..
PROCESS CRITERIA:
Develop list of all outlets. List to be updated and information circulated as 
appropriate. Distribution of leaflets etc to: Local Health facilities, Social 
Services, Legal Services, Education and Youth Services, Employment 
Services, Libraries, Local Authorities, Voluntary Organisations, Housing 
Agencies.
Participation in National initiatives.
Giving local talks.
Open Days.
Representation on Regional and Local Committees.
Inclusion in National and Local Directories.
OUTCOME CRITERIA:
Anybody with interest in or need of this^service is aware of its existence and 
how to access.
MONITORING:
1. Sample clients re: ease of access.
2. Annual survey of sample of recipients of publicity material. 
STANDARD: 100%
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STANDARDS
2. INFORMATION
GOAL: To provide a general outline of services and their availability and accessibility.
STRUCTURE CRITERIA:
1. An agreed Operational Policy and Service Philiosophy.
2. Up-to-date Leaflets containing information on:
Philosophy: Confidentiality: Equal Opportunities:
What the Service can offer:
Access - hours, location, referral procedure.
3. Leaflets should be in clearly understandable English.
PROCESS CRITERIA:
1. Write Operational Policy and Service Philosophy.
2. Compile Leaflets and up-date with new services as appropriate.
3. Ensure adequate stock of Leaflets always available.
OUTCOME CRITERIA:
1. To conform to requirements of Commumty Care Act.
i.e. to provide information to the general public.
2. To facilitate appropriate referrals.
3. To increase understanding of the service among its potential users.
MONITORING:
1. Leaflets to be reviewed and updated annually by Team
2. Annual survey by questionnaire of comprehensibility.
STANDARD: 100%
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STANDARDS
3. HOURS
GOAL: Opening times to reflect the needs of clients.
STRUCTURE CRITERIA:
1. Minimum of 2 staff members present.
2. Minimum cover 9.00 - 5.00 p.m. Monday - Friday.
3. Flexible staff working hours.
4. Security for out of hours working.
5. Management agreement for either time off in lieu or overtime and/
unsocial hours payment.
PROCESS CRITERIA:
1. Collaboration and co-operation between staff.
2. Effective time-management by team members.
3. Offering flexible appointment times to clients.
OUTCOME CRITERIA:
1. Increase client retention.
2. Provide user-friendly service.
MONITORING:
All team members to record difficulties in matching appointment times with client requests 
(Exception reports). Annual review, including questionnaire.
STANDARD: 95%
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STANDARDS
4. ACCESS
GOAL: Service to be accessible to residents of S. W. Surrey Health District who are
aged 16 or over and who have difficulties arising from their own or someone 
else's substance misuse.
STRUCTURE CRITERIA:
1. Written information.
2. Flexible opening times.
3. Home visits.
4. Written Policy on equal opportunities.
PROCESS CRITERIA:
1. Design and distribute information leaflets.
2. Write Equal Opportunities Policy.
OUTCOME CRITERIA:
Optimise use of service and minimise discrimination.
MONITORING:
Team members to record any instance of clients not being able to access service. 
Use Regional Data Base to compare make-up of client group to general population 
Annual Review.
STANDARD: 100%
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STANDARDS
5. HOW TO GET REFERRED
GOAL: Anybody with a need for the service should be able to be referred.
STRUCTURE CRITERIA:
1. Open Referral Policy. )
2. Referral criteria and form for agencies.
3. Information on referral process outlined in leaflets.
PROCESS CRITERIA:
1. Publicise service.
2. Send referral formas and criteria to agencies.
3. Educate agencies about appropriate referrals and early identification of
substance related problems.
OUTCOME CRITERIA:
1. Reduction of substance related harm.
2. People who need service are not denied referral.
MONITORING:
Annual analysis of statistics of substance misuse and substance related harm. 
Analysis of referral sources.
STANDARD: 95%
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STANDARDS
6. SETTING
GOAL: Non clinical and welcoming - approachable, courteous, confidential.
STRUCTURE CRITERIA:
Building not associated with hospital.
Non-institutional furniture.
Clean warm waiting area.
Receptionist.
PROCESS CRITERIA:
Use resources to increase comfort.
Train reception staff.
Ensure cleaning etc. maintained.
OUTCOME CRITERIA:
Clients comfortable with setting.
A
MONTTORING:
Questionnaire - annual.
STANDARD: 100%
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STANDARDS
7. COUNSELLING - THERAPY
GOAL: Therapeutic intervention should match and be responsibe to clients needs in
short and long term.
STRUCTURE CRITERIA:
Well trained staff - multi-disciplinary.
Adequate time.
Supervision for all staff involved in therapy work.
PROCESS CRITERIA:
Defined recruitment process.
Away Days.
Mutual Support Group.
Individual supervision.
MONITORING:
Peer audit.
Annual review of discharges prior to completion of therapy.
Annual review of relapse/re-referral rates.
OUTCOME CRITERIA:
Clients benefit from therapy in a sustained way - increase functioning.
STANDARD: 95%
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STANDARDS
8. ADVOCACY
GOAL: All clients should be able to access other services and get needs met.
STRUCTURE CRITERIA:
1. Good networking, good directories.
2. Information re. other services.
3. Time to pursue client's causes.
PROCESS CRITERIA:
1. Pro-active in developing contacts with agencies.
2. Offering support when necessary without disabling client.
OUTCOME CRITERIA:
Clients will have necessary knowledge and support to access 
resources they need.
MONITORING:
Records of client's inability to access or dissatisfaction with other services. 
STANDARD: 80%
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STANDARDS 
9 RESPONSE TIME
GOAL: All clients to be seen within 2 weeks of team's receipt of referral.
Emergency referrals to be seen within 48 hours.
STRUCTURE CRITERIA:
1. Sufficient numbers of staff to respond to referrals.
2. Unallocated time to be available for emergencies.
PROCESS CRITERIA:
1. Allocation of resources.
2. Staff to allocate 'emergency' session to cover working week.
OUTCOME CRITERIA:
All emergencies seen within 48 hours.
All referrals seen within 2 weeks.
MONITORING:
Annual data analysis of waiting times.
STANDARD: 100%
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STANDARDS 
in. CONFIDENTIALITY
GOAL: All clients to be informed of limits of confidentiality.
STRUCTURE CRITERIA:
1. Regional confidentiality policy.
2. Team confidentiality policy.
3. Data Protection Act.
4. Child Protection Act.
PROCESS CRITERIA:
1. Written statement of limits of confidentiality to be given
to all clients.
2. All staff to be aware of implications of above Policies and Acts.
OUTCOME CRITERIA:
1. Clients able to discuss concerns re confidentiality.
2. Staff aware of limits and obligations regarding information
disclosed by clients.
MONTTORING:
Annual questionnaire.
STANDARD: 100%
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STANDARDS
n .  EQUAL OPPORTUNITIES
GOAL: Service accessibility in accordance with National? Regional Equal
Opportunities Policy.
STRUCTURE CRITERIA:
1. Team Policy regarding equal opportunities.
2. Written information for clients and referrers regarding equal
opportunities.
PROCESS CRITERIA:
1. Distribute information re service accessibility as widely as possible.
2. Specifically target minority groups.
OUTCOME CRITERIA:
Minority components of client population should reflect local population 
distribution.
MONITORING:
Annual analysis of client groups.
STANDARD: 95%
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STANDARDS
12. ASSESSMENT
GOAL: All clients receive thorough assessment of substance misuse?? which will
form the basis of planned intervention.
STRUCTURE CRITERIA:
Agreed minimum assessment criteria -? Policy.
PROCESS CRITERIA:
1. Assessment always to be undertaken prior to intervention.
2. Assessment may be extended to reflect specific needs of the client.
OUTCOME CRITERIA:
Interventions will reflect individual need as identified by thorough
assessment.
MONITORING:
Peer audit.
STANDARD: 100%
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STANDARDS
13. CARE PLAN
GOAL: Each client has individually designed care plan responding to specific needs
and overseen by nominated key worker.
STRUCTURE CRITERIA:
Appropriate assessment.
PROCESS CRITERIA:
Following assessment, written care plan to be included in client notes.
OUTCOME CRITERIA:
Client's intervention follows plan.
MONITORING:
Peer audit.
STANDARD: 100%
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STANDARDS
14. AD VICE/INFORMATION
GOAL: Service to act as a source of up to date and accurate information regarding
substances and their misuse.
STRUCTURE CRITERIA:
1. Resource library of latest information
2. Contacts giving access to specialist information not
available on site.
PROCESS CRITERIA:
1. Information sheets to be produced with background information
on common substance misuse.
2. Subscription to journals.
3. Attendance at conferences.
OUTCOME CRITERIA: ^
Service can respond to any request for information regarding substance 
misuse.
MONTTORING:
Annual audit of literature.
STANDARD: 90%
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STANDARDS
15. TEACHING/TRAINING
GOAL: Service to provide teaching or training on substance misuse as requested
by local agencies.
STRUCTURE CRITERIA:
1. Time allocated for preparation and presentation of teaching 
materials.
' 2. Literature resources.
PROCESS CRITERIA:
Individual staff to prepare teaching materials in areas of expertise 
utilising most up to date information available.
OUTCOME CRITERIA:
Service to respond to requests for training within 1 month of request.
MONITORING:
Record of requests for training and response.
Annual Report.
STANDARDS: 100%
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16. ANABOLIC STEROIDS
STANDARD/STATEMENT/ GOAL:
To limit the health damage arising fron the use of anabolic steroids.
STRUCTURE CRITERIA:
Well trained staff
Leaflets - Safer steroid use. Safer injecting. Safer sex.
Access to the service.
Clean injecting equipment.
Health check equipment, including sphygmomanometer; urine testing 
equipment.
Blood testing, scales.
PROCESS CRITERIA
Posters, condoms.
Outreach workers to make contact with anabolic steroid users through 
gyms, networking.
Advertising in appropriate magazins.
Individual and group contact providing up-to-date information and equipment, 
and counselling.
Offer Health Screening.
OUTCOME CRITERIA:
1) Enhanced knowledge of Health risks associated with steroid use.
2) Reduction injecting.
3) Equipment sharing.
4) Safer sexual practice.
5) Contact with anabolic steroid users.
MONITORING:
Annual survey and health checks.
STANDARD: 75%
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7.3 STANDARD MONITORING
The comprehensive list of Standards developed required a high level of commitment and 
involvement. This costly exercise in time and effort is rendered pointless unless the full 
Audit cycle is implemented. The next stage in the process is to ensure that each Standard is 
routinely monitored and the results fed back to the team and acted upon.
The author has responsibility for ensuring that this cyclical process is completed. This 
requires that surveys are used to assess the experience of Acorn services from the 
perspectives of the clients and referrers. Once the development and implementation of the 
surveys are completed the findings will be included in the author’s annual report on research 
and evaluation for the service.
Since completion of this project client and referrer surveys have been completed as the first 
attempt to monitor service provision in the context of the developed standards. The results 
of these two surveys are discussed in an additional report following this Section.
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8. SUMMARY AND CONCLUSIONS
A comprehensive system has been developed for monitoring the service delivered by the 
Acorn team. The three components of the system are: Agency Statistics; Outcome 
Monitoring and Service Audit. There have been many conflicting demands and tensions in 
the development and implementation of this system. The major issues are as follows:
1. Pressure to produce data:
There is an increasing and insistent demand for data on all clinical activity. This arises 
from both the employing Trust and Purchasers. Having identified a need for data, 
insufficient recognition has been given to the time needed to develop meaningful ways of 
collecting this data. The system has therefore been introduced without sufficient 
preparation and, significantly, without pilot projects. Faults and weaknesses in the system 
would have been identified in a Pilot and then remedied. Instead these now arise across the 
Service, replicated in every case. Adjustments and changes to the procedures are resented 
by team members who may have only’grudgingly accepted the original.
2. Resistance o f team members to data collection
This has always been explicit. One option would have been merely to point out that the 
team does not have a choice about recording client data. The second hopefully more 
effective option was to involve the team in the whole process. If the team members can 
take ownership of the whole evaluation process and acknowledge its value in their 
professional capacity its implementation and effectiveness is ensured. To some extent this
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has been achieved. However there is still a reluctance to comply and resistance to any 
alterations.
3. Processing the data
To date this has been done manually. This is not only very time consuming, it is also 
limited and prone to error. Computerisation of the whole system will greatly enhance the 
quality of the reports available.
4. Computer phobia
Many team members are averse to using computers. For this system to work efficiently 
each clinician should be able to enter his/her own client data regularly, ideally at the time 
of client contact. To overcome resistance the computerised package will need to be very 
user-friendly. Ample training must be provided and limitless support until team members 
feel confident to deal with the programme.
In conclusion, assuming that this system works effectively, it is instructive to consider its 
usefulness to all concerned.
The Purchasers
The provision of reliable data regarding client populations, the nature and source of 
referrals and outcomes of interventions is essential. Only by using such information can 
cost-effective and need-responsive services be developed. The tighter funding becomes, 
the more crucial such data is for service planning.
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Team Members
For some, monitoring and evaluation are an intrinsic and essential part of their professional 
practice. For others a resistance has had to be overcome in order to cooperate. For all team 
members an essential part of this process is feedback. As reports are produced and 
whisked off to purchasers, planners. Board meetings etc. it is easy to overlook this need. In 
the absence of feedback this is a mechanical exercise without relevance. Data collected 
reluctantly is likely to be of poor quality and incomplete. This devalues the whole process. 
Team members must have feedback and have the opportunity to comment and respond to 
that feedback.
The Clients: (without whom there is no Service)
The identification and recording of unmet need is an opportunity to inform service 
development. As previously discussed, many clients have become interested in the 
outcome monitoring. It has also had the added advantage of increasing access to other 
parts of the service to prescribing clients in particular.
The monitoring of Standards is the area in which clients can have the most direct impact. 
The questionnaire monitoring aspects of the service against the Standards is also an 
opportunity to Service users to respond to open questions about service provision. This 
again can be fed into decisions about service delivery and development.
Thus the potential benefits of this system are evident. It is important in the pressure to 
respond to the demands of purchasers and employers not to overlook the needs of team 
members and clients who have produced all of this valuable data.
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The author has developed a comprehensive set of procedures in an attempt to ensure that 
the quality of service provided by the Acorn team is consistently high. The system depends 
upon each clinician regularly recording a minimum set of data concerning client contacts 
and progress. This information is then passed on to the author who has responsibility for 
collating and analysing the data. The author then produces quarterly reports which are used 
by management to plan service development and strengthen funding bids. The annual 
evaluation day is the forum for feedback of this data to team members and to renegotiate 
the data collection if it is not perceived to be beneficial. This is an on-going dynamic 
process which requires constant revision and renewal if it is to be effective. Feedback is 
essential to the success of these evaluation procedures, feedback of the final analyses to the 
clinicians, managers and clients and also feedback from the clinicians, managers and clients 
into the evaluation process. If the process is considered too cumbersome or irrelevant to 
clinical situations then data collection will be haphazard and meaningless. On the other 
hand if clinicians and clients feel fully involved in and part of the process then data 
collection will be purposeful and service provision will be of a consistently high quality.
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APPENDIX
DISCHARGE PROCEDURE
1. Following DNA, standard letter suggesting client contacts 
Service if he/she would like another appointment.
2. If no contact witliin next 4 weeks unless you know of good
reason - Discharge.
3. Complete client information on Discharge Summaiy Sheet, 
including grid changes from 1st assessment to discharge.
4. Discharge Summary Sheets to collated eveiy 3 months.
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MONITORING SERVICE STANDARDS TN A 
COMMUNITY DRUG AND ALCOHOI. TEAM
INTRODUCTION
The current climate in the NHS has necessitated a more rigorous approach to service 
provision. In order to maintain competitiveness services are required to demonstrate:
1. that service delivery is effective and efficient, and
2. that service provision is responsive to users’ needs.
Quality assurance procedures formalise attempts to demonstrate effectiveness and 
responsiveness. Since the Griffiths report (DHSS, 1983) quality initiatives have been 
encouraged across the NHS. This report identified the need for services to obtain the 
opinions of users and to use this information to maintain performance and formulate policy. 
The need for Audit throughout the NHS was further endorsed by the White Paper Working 
for Patients {D.oB..,\9%9).
Cape (1991) identified four methods of quality assurance:
a) guidelines and standards
b) peer review
c) clinical audit
d) consumer surveys
The first three of these rely almost exclusively on input from service providers. They will be 
influenced by considerations related to professional codes of practice and accepted 
procedures. They may also be influenced by resource limitations. In contrast consumer 
surveys provide an opportunity for service users to express their satisfaction or otherwise 
with the service as it is received by them. This may give rise to criticism, not necessarily 
constructive of the service provided. It will certainly give respondents the opportunity to 
identify the services they want to receive. If the opportunity for open feedback is provided 
service users are able to express their wishes unfettered by considerations of resource
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limitations. If those providing the feedback believe that their input will be instrumental in 
changing service provision there are times when they may be disappointed.
Consumer surveys are a very popular instrument in the audit process. This is clearly 
indicated by Cape’s (1995) finding that such surveys form the majority of papers in Clinical 
Psychology Forum related to clinical audit. A consumer survey can be a quick and easy 
way of obtaining feedback regarding satisfaction with services. However, such surveys 
have greatly enhanced utility if they form part of a comprehensive quality assurance 
package. In particular they may comprise a major component of the monitoring phase of 
the audit cycle discussed in the previous section. Standard setting is a key element of the 
full audit cycle (Crombie et al., 1993). The process is as follows: a desired Standard is set 
for a particular aspect of service delivery, for example, ‘Clients will be routinely offered 
HIV testing’. An acceptable and achievable target of achieving that Standard is identified.
In this case the offering of HIV testing is considered essential and the desired target would 
therefore be 100%, i.e. ^  clients will be offered HIV testing. The frequency with which 
that particular Standard is actually achieved must then be regularly monitored. This could 
be achieved for example by going through clients’ notes. Alternatively, a survey of clients 
could ask whether they had indeed been offered HIV testing. The same survey could also 
ask about a number of other areas of service delivery. Each question being designed to 
examine the frequency with which a Standard was being achieved.
Responses to a survey based in this way on the audit process can be constructively utilised 
in order to further the audit process. Working practices which are found not to be 
achieving the identified Standard should be altered and the exercise repeated in order to 
monitor the effect of changes in practice on service provision. Cape (1995) found that of 
the 18 papers reported describing surveys, only 2 were specifically related to standards.
Cape suggests that the increasing involvement of purchasers will shift the focus of clinical
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audit towards service development and away from clinical practice of individual 
professionals and small healthcare teams. Surveys related to Standards facilitate feedback 
from consumers which can inform service development but from the perspective of quality 
indicators which professional practice has identified as desirable.
The Acorn Community Drug and Alcohol team has developed quality standards for many 
aspects of service provision (see previous section for details). This extensive exercise has 
intrinsic value in that it requires team members to carefully consider their current practice. 
The full value of standard setting is only realised when the full audit cycle is implemented. 
Having set the Standards, the next stage in the cycle is monitoring of these standards.
Results from the monitoring exercise should be fed back into service delivery and practice 
adjusted if the requisite Standard of attainment is not reached.
The service was concerned to identify user responses to service provision. In the past User 
Satisfaction surveys have been completed. However, these are most frequently targeted at 
clients of the service. Equally important are those referrers who also ‘use’ the service.
The author, having overall responsibility for evaluation of service provision, designed and 
implemented two surveys with the following aims:
1. To determine the extent to which the identified Standards of service provision 
were being met both with respect to the clients of the service and the referrers to
the service.
2. To identify those Standards which were not being met.
3. To prepare a report for management on the findings of the surveys with 
recommendations for change.
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4. To feed back this information to the team.
5. If appropriate, to develop changes in service provision with the team members 
so that the desired Standards can be met.
6. Alternatively to negotiate with team members changes to the Standards 
themselves if this is considered appropriate.
METHOD
Two User Satisfaction questionnaires were developed. The Client Satisfaction 
Questionnaire is shown in Appendix 1 and the Referrer Satisfaction Questionnaire in 
Appendix 2. In order to maximise returns the questionnaires were designed to be as brief as 
possible whilst covering all the major standards of service delivery. A tick box format was 
used wherever possible with the option for additional comments if desired. Each question 
related to an identified area of service delivery in order to ascertain whether the target 
standard had been reached.
I
The Client Satisfaction questionnaires were given to clients by their keyworkers and also 
left in the waiting area. Clients were encouraged to complete and return the questionnaires 
anonymously. All questionnaires returned within a two week period were included in the 
analysis. The Referrer questionnaires were sent to three groups: Social Services, Probation 
and Mental Health Teams with a request for their completion and return to the team. A 
total of 40 questionnaires were distributed. Although G.P.’s are the most frequent referrers
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to the service, they were not included in this survey as they had recently been surveyed by 
Acorn as part of an separate evaluation programme.
The questionnaires were returned to the author who analysed the responses and submitted 
this document to management. The author will address issues raised by the surveys and the 
associated recommendations at the two annual service development days. At this time the 
team considers all aspects of service provision and formalises strategic and business 
planning for the coming year.
RESULTS
Client Satisfaction Questionnaire
Demographics
Completed questionnaires were returned by 27 clients. Of these one third were women and 
two thirds men. The ages ranged from 18-63 with over half between the ages of 25 - 40. 
This is a low response rate as a proportion of clients attending the service. However, the 
sex and age distributions of those who did respond are similar to those of the whole service.
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Sendee Delivery areas - resmmses
The responses will be described in relation to the stated Standard for each area of Service 
Delivery.
Publicity
Outcome Criterion: “Anybody with interest in or need o f this service is aware o f its 
existence and how to access it. ” Target Standard : 100%.
11% (3) of the clients experienced some difficulty finding out about the service. 78% (21) 
had no difficulty. 33% had heard about the service through their G.P., 29% through the 
Hospital and 22% through a friend. The remaining 15% had heard through other sources 
including probation.
Information
Outcome criteria:
1. To conform to requirements o f the Community Care Act, i.e. to provide information to 
the general public; 2. To facilitate appropriate referrals; 3. To increase 
understanding o f the service among its potential users. Target Standard: 100%
The majority of clients (70%, n=19) felt that more information should be available regarding 
access to the Service. All but one respondent found the descriptive Service leaflets 
outlining location, opening hours and referral procedure, easy to understand. Some 
respondents felt that leaflets did not need changing but should be more available.
Hours
Goal: Opening times to reflect the needs o f clients.
Outcome Criteria: 1. Increase client retention; 2. Provide user-friendly setyice.
Target Standard: 95%
1 5 5
22% (6) of respondents wanted changes in opening hours. In a free response opportunity, 
requests ranged from extended evening hours to 24 hours/day, 7 days/weeks. There was a 
stated preference for a crisis service rather than the existing answer phones. Just over half 
of the clients (56%, 15) always/often got convenient appointment times. 18% (5) 
occasionally got convenient appointment times.
74% (20) respondents felt that appointment times were flexible enough. 7% (2) that they 
were not.
Average waiting time was 15 minutes, ranging from 3 - 6 0  minutes. 11% (3) felt that they 
were kept waiting, 81% (22) felt that they were not kept waiting long.
Setting
Outcome Criteria: Clients comfortable with the setting. Target Standard: 100%
The setting was found welcoming by 59% (16) respondents. 4% (1) respondent did not 
find the setting welcoming. 70% (19) of respondents found the setting comfortable and 
41% (11) found it private. 7% (2) found the setting neither comfortable nor private. 
Respondents suggested changes to the reception room including: a larger room, different 
seating arrangements, smoking to be permitted and more open reception. The existing 
hatch was seen as impersonal. The majority, 89% (24) were happy with the reception 
services, one respondent was not.
When asked about knowledge of and access to other services, over one third (37%) stated 
that they would like more information and extended services. Services requested included 
detoxification and rehabilitation facilities and for the prescribing service to include 
injectables.
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Access
Outcome criteria: Optimise use o f service and minimise discrimination. Target Standard 
100%
70% (19) of respondents had been able to gain access to all services they required. 18% (5) 
had had problems gaining access.
Confidentiality
Goal: All clients to be informed o f limits o f confidentiality. Target Standard: 100%
66% (18) of respondents were fully aware of the Service’s Confidentiality policy. 26% (7) 
were not. The majority of respondents (70%) felt it was possible to discuss their concerns 
or problems regarding confidentiality with team members. 22% (6) of respondents did not 
feel able to discuss their concerns regarding confidentiality.
General Comments
Comments were few, ranging from the negative: “The doctor is hostile ”, “Long delays in 
making appointments”, to very positive: “Acorn is a life saver fo r  myself andfamily ”,
“The Acorn team is very helpful and welcoming”.
Referrer Satisfaction Questionnaire
Following postal distribution to the following agencies, a total of 17 questionnaires were 
returned.
Mental Health 71% n=12
Social Services 18% n=3
Probation 11% n=2
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Publidtv
Outcome Criteria: Anybody with interest in or need o f this service is aware o f  its existence 
and how to access it. Target Standard: 100%
The majority of respondents (94%, n=16) had no problems finding out about the Service. 
The most common source of information was colleagues (82%). Less than one third (29%, 
n=5) had received information regularly fi-om the Service. Well over half of respondents 
(65%, n=ll)  claimed they had not received any information about service provision.
Referrals
Outcome criteria: People who need the service are not denied referral. Target Standard:
Less than half of respondents (47%, n=8) were fully aware of the referral pro edure. The 
same number were ‘not sure’ and the remaining respondent was unaware of the procedure. 
More information was required regarding initial referral to the service by 41% (7) of 
respondents. The information requested included referral procedure, criteria for referral, 
services available and requests for presentations or talks by members of the team. Just over 
half (53%, n=9) of respondents had made referrals to the service. Of those who referred, 
one third had experienced problems with referrals. Difficulties experienced concerned 
appropriateness of referrals and liaison between the service and referrers. 23% (4) of 
referrers who responded considered that a client who needed the service had been denied 
access. Issues concerned disagreement between the service and referrer over the client’s 
motivation or the existence of mental health problems.
Response Time
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Outcome Criteria: All emergencies seen within 48 hours; all referrals seen within 2 
^^eks. Target Standard: 100%
89% (13) of those who had referred t the service considered that the client had been seen in 
a reasonable time. 11% (2) did not. All emergency referrals had been responded to within 
the target time of 48 hours.
Confidentiality
Goal: All clients to be informed o f limits o f confidentiality. Target Standard: lOOVo 
Just over half of the referrers who responded were aware of the service’s Confidentiality 
policy. The remainder were equally divided between ‘not sure’ and ‘do not know’. Some 
issues were raised regarding confidentiality and liaison with the referrer.
General Comments
Comments ranged from highly critical to praise. Some highlight the need for Acorn to 
explain its procedures and philosophy to referring agencies. One referrer clearly stated 
“Some people are unaware o f Acorn's philosophy and therefore may make inappropriate 
referrals”.
The problems this causes are shown by comments such as:
“Acorn only accept people who are motivated. Acorn should target those in most need. ” 
“Poor cooperation between Acorn, other drug agencies and other professionals. ”
In sharp contrast, some referrers praised the service:
“Acorn provide a much needed service and are a genuine asset to Heathlands. ”
“Acorn offer a high quality service and engage clients who are resistant to other form s o f  
help -  well done. ”
159
DISCUSSION
The purpose of these surveys was to identify those areas in which service deliveiy was 
failing to meet target Standards. Once identified any shortcomings should be remedied and 
the impact of any changes once again monitored as part of the ongoing audit cycle. The 
results of the surveys clearly indicate that the target Standards are not being met across all 
areas of service delivery. In fact the only Standard which was met was the time within 
which emergency referrals are seen.
The clients who responded to the questionnaires were representative both in sex ratio and 
age of the service as a whole. However, since completion of the questionnaires was entirely 
voluntary they may not reflect the full range of clients’ opinions. Those with something to 
complain about may have been more likely to complete a questionnaire than those who were 
quite happy with the service they were receiving.
It is of some concern that some clients had difficulty finding out about the service and that 
the majority wanted more information to be available about the service. This shortcoming is 
repeated in the responses from referrers who also request more information about the 
service and the referral procedure. These findings have clear implications about the profile 
of the service. Both the general public and potential referrers need to have a greater 
awareness of the service, what is available and referral procedures.
The availability of the service both in terms of general opening hours and appointment times 
was a cause of considerable dissatisfaction. A major difficulty associated with a User 
Satisfaction questionnaire is exposed in these responses. Some of the requests for changes 
are beyond the resources of the service and cannot therefore be accommodated. A full time
1 6 0
on-call or crisis service is a case in point. This sort of service may be appropriate from a 
hospital based facility where staff are available 24 hours/day but is not feasible from the 
existing community service. Better explanation of the limits of service provision and 
increased information for clients regarding other emergency support services would perhaps 
be one way of alleviating some of their anxieties.
Similarly some of the suggestions regarding changes to physical aspects of the setting are 
not possible within the structure of the building. Others such as smoking are constrained 
by the Trust policies. There are however, features such as seating arrangements and design 
of reception facilities which may be amenable to change.
The range of services provided was not always adequate to meet clients’ perceived needs. 
Some described having had problems accessing services they required. Such problems 
could arise as a result of conflict between the client’s stated preferences for example, for a 
particular form of prescription with which the prescribing team would disagree. A request 
for the prescribing of injectables may be considered appropriate by the prescribing team but 
is prohibited within the Trust policy.
This conflict between clients’ identified needs and Trust policy and resources provides an 
opportunity to critically appraise the service provided. It is simplest to dismiss client 
requests as unrealistic if resources are not available. However, whilst one request for a 
currently unavailable service is not a reason for diverting resources to that service, if the 
same need was identified by a number of service users it may in fact be worth considering.
It may be difficult for ‘professionals’ to accept that the service they are providing is not 
what is wanted. The issues of what is wanted (an ideal), what is needed (a minimum) and 
what should be provided (an obligation) are complex. Limits will be set by the Trust’s core 
purpose and again by the core purpose of the team. Within those limits resources must be 
allocated to provide maximum benefit to the community served. User surveys are one way
161
of identifying unmet needs which can be used to challenge resource allocation. Only when 
these issues are addressed can a truly dynamic and responsive service be developed. 
Confidentiality is an area of concern both to clients and referrers. Confidentiality is a major 
issue for drug and alcohol services. One of the major hurdles for someone with a drug or 
alcohol problem to overcome is the stigma attached to these problems. People often do not 
want anyone else to know that they are attending the service. This desire for secrecy often 
extends to keeping the problem from partners, parents and doctors. In addition, many drug 
users are worried about the Police monitoring attendance at a drug service. For these 
reasons a strict Confidentiality Policy is in place. This includes anonymity except in extreme 
circumstances and divulging of information to other professionals strictly on a need to know 
basis. The fact that over a quarter of respondents stated that they were not aware of the 
Confidentiality policy of the service suggests that this is not being routinely addressed at 
first assessment. Alternatively it may have been addressed but clearly the respondents have 
to recollection of the policy. A written summary of this policy could be given to clients at 
their first appointment. This would provide an opportunity for clients to express any 
concerns which they have about confidentiality. Specific enquiry about the client’s concerns 
about confidentiality would perhaps have helped the one in five respondents who felt that 
discussion of concerns or problems regarding confidentiality was not possible.
Referrers also had difficulty with the service’s Confidentiality policy. Many were unaware 
or uncertain of the policy. This could be addressed by more written information being made 
available to referrers. Some referrers had a perception of a strict policy of confidentiality as 
being unhelpful or even obstructive in inter-agency working. This is a central issue as many 
clients of a drug and alcohol agency have a multitude of social and health problems. They 
are frequently involved with several agencies and close liaison is essential to ensure a co­
ordinate response to the client’s needs. There is clearly a breakdown in communication and
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understanding when a policy implemented by one agency to facilitate the optimum service 
for its clients is regarded by other agencies as obstructive. Face to face meetings with 
representatives of other agencies to facilitate open discussion about the differing needs of 
the services could lead to closer co-operation and understanding. It can only be detrimental 
to client care if agencies are in disagreement over fundamental policies.
In summary, the two surveys have highlighted major shortcomings in the services provided 
when measured against target standards. Many of these shortcomings could be overcome 
with much improved communication with both referrers and clients. This communication 
could take the form both of written information and literature about the service and formal 
discussions about service provision.
There are constraints both in the form of resources and Trust policies which limit the extent 
to which all client requests can be met. Changes in service provision can be implemented in 
response to some requests and as part of the audit cycle the impact of those changes should 
be similarly monitored in one year’s time. The target Standards themselves may also need 
to be qualified. This is not a matter o f ‘shifting the goal posts’ but rather of accepting the 
reality of finite resources.
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CONCLUSIONS AND RECOMMENDATIONS
Standards have been set. These surveys have found service provision lacking when 
measured against these very high standards. The audit process must continue. The 
response to these findings must be fed into service delivery and the whole process repeated. 
The following are recommendations for changes in service delivery which would 
accommodate some of the identified shortcomings:
1. Service literature should be disseminated as widely as possible.
2. In particular literature should be developed for referrers. Such literature should 
explain service philosophy and relevant policies such as Confidentiality.
3. Meetings with other agencies should be held to explain the service provided by 
the team, the limitations on that service and to explore issues of mutual concern.
4. Initial appointment letters to clients could include a statement about service 
policy regarding confidentiality. The assessment form could also include a 
section regarding discussion of confidentiality policy.
5. Changes to waiting areas, in particular seating arrangements and reception 
facilities should be explored in the light of respondents’ comments.
6. Every opportunity should be taken to enhance communication both with clients, 
potential clients, referrers and potential referrers.
7. Both the Client Satisfaction and the Referrer Satisfaction Questionnaires should 
be repeated in one year’s time.
The results of these surveys should be fed back not only to team members but also to 
management and the purchasing Trust. Many of the operational changes needed can be 
agreed and implemented by the team members themselves. However those items which are 
beyond the resources or remit of the team should be brought to the awareness of the
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purchasing Trust. Long term service development should be informed in part by the 
responses generated by such surveys.
Finally, it may be worth considering a different format for enabling service users 
themselves to voice their concerns or desires in relation to the service provided. The setting 
up of a Users’ Group is one way of facilitating this process. Such a group would 
encourage true user participation in service development. It would be important that a User 
group was supported by management and the purchasing Trust. Only when a dialogue can 
be established between those needing the service and those providing it can the difficult 
process of prioritising needs and resource allocation be truly co-operative.
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ABSTRACT
Psychological tests are widely used both as clinical tools and as research instruments. This 
dual usage for psychological screening tests is scrutinised in the present study. In particular, 
the assumption that a test developed for use with patients can be appropriately used in 
analogous research on non-patient samples is critically examined. The test to be studied is 
the widely used Beck Depression Inventory (BDI).
A sample of psychiatric patients and an analogous sample of non-patients completed the 
BDI. Preliminary analyses of classical measurement properties were carried out and, as 
expected, showed apparent acceptability for both samples using traditional criteria.
However, more detailed analysis of differential item functioning (item bias) revealed very 
serious limitations in the assumption of unidimensionality that forms the basis of analogue 
use of the instrument. These limitations are often overlooked due to the apparent strength of 
the psychometric parameters derived from classical methods. A range of analyses all 
highlighted different aspects of bias evident in the BDI. The underlying unidimensional 
model of depression across patients and non-patients was not supported. These results 
suggest that while the BDI may be used with some confidence with patients and non-patients, 
it is clearly measuring qualitively different things in the two groups.
Thus, it is not appropriate to make comparisons between these groups based on BDI 
responses and, more importantly, theories and models of depression based on analogue 
studies must be treated with a great deal of caution.
1. INTRODUCTION
Psychometric tests are widely used in clinical psychology for screening, treatment evaluation 
and research purposes. This study is concerned to explore the psychometric utility of one 
such test, the Beck Depression Inventory (BDI).
An overview of the uses of psychometric tests in clinical psychology is followed by a 
discussion of some of the psychometric considerations accompanying such uses, notably; 
reliability, validity and appropriateness. The latter issue leads into a discussion of test bias 
and differential item functioning (DIF). These general issues are then more specifically 
related to the Beck Depression Inventory. A literature review discusses current research on 
the uses and psychometric properties of this instrument.
Following this introduction the remainder of the dissertation is concerned with a series of 
psychometric analyses to elucidate the psychometric properties of the Beck Depression 
Inventory with particular reference to the congruence between patient ^ d  non-patient 
responses. The appropriateness of the Beck Depression both as a clinical and research tool is 
then discussed in the light of the findings of these psychometric analyses.
1,1 PSYCHOMETRIC TESTS IN CLINICAL PSYCHOLOGY
Clinical Psychology is concerned with the alleviation of disabling psychological distress by 
the application of a range of therapeutic interventions. A sound theoretical foundation is the 
basis of all good clinical psychology practice (Barlow et al. 1984). Theories concerning the 
nature of human behaviour and psychopathology are used to generate models which 
underpin assessment and treatment in clinical practice. Clinical psychology also embraces 
research activities, the goal of which is to test and develop existing theories and models. 
Findings derived from such research are then themselves tested in the clinical setting. It is 
this scientific foundation of hypothesis development and testing, and responsiveness to 
research data which gives validity to clinical psychology. Such a psychology has sound 
theoretical foundations but encourages and is responsive to critical evaluations of those 
foundations.
The theoretical and research background on which clinical psychology is based depends 
largely on the ability to quantify the processes under consideration. Only when an outcome, 
an effect, can be quantifiably recorded can any meaningful implications be drawn as to 
whether or not an underlying model is supported. If the impact of a model is nebulous and 
unrecordable it has little meaning within the scientific framework outlined above (Barlow et 
al., 1984).
Thus, fundamental to clinical psychology is the concept of the measurement of human 
behaviour and attributes. These measures, in the form of psychometric tests comprise an 
essential element of clinical psychology practice. Anastasi (1990) defines a psychological
test as "essentially an objective and standardised measure of a sample of behaviour". Such 
measures may be developed by researchers remote from clinical settings but it is their 
validity in the clinical field which determines their power to enhance the effectiveness of 
clinical psychology.
Many psychological tests, such as measures of depression, anxiety, self esteem, have been 
widely used in clinical settings. These tests have been shown to be reliable and valid for 
such use. However, the use of these clinical tests has often been extended to non-clinical 
settings. Non-patient samples are frequently used as comparative groups for patient 
samples. Also, due to the difficulties of obtaining sufficiently large numbers of patient 
subjects, non-patient subjects scoring a mild level of pathology on the chosen measure are 
frequently used as analogues for the clinical population.
The use of clinical measures on non-clinical subjects in this way depends on particular 
assumption. It is assumed that the incidence of the pathology in question exists on a 
continuum in the general population. The assumption is that the difference between 
non-clinical subjects and clinical subjects is one of degree - that there is a quantitative 
difference in their pathology. This assumption is rarely challenged. However, if  there was 
shown to be not only a quantitative but also a qualitative difference between these two 
groups, the extrapolations currently made from one to the other would not be valid.
This dissertation is concerned to challenge the assumption of the qualitative equity between 
patients and non-patients with regard to the widespread analogue use of one particular 
psychological test, the Beck Depression Inventory. The current use of the Beck Depression 
Inventory and recent validity studies will be discussed. Finally, the Beck Depression
Inventory will be subject to an in-depth psychometric evaluation which will challenge its 
indiscriminate use with both clinical and non-clinical populations.
1.1.1. U ses  o f  P s y c h o m e t r ic  T e st s  in  C l in ic a l  P sy c h o l o g y
There exists in clinical psychology a large number of psychometric tests available to 
measure psychological variables. These range from tests of intelligence, cognitive processes 
and abilities through to measures of mood, dysfunction and organic pathology. Such tests 
are (or should be) subject to stringent psychometric evaluation in terms of validity and 
reliability before being accepted into clinical practice. Usually the tests are standardised and 
norms derived against which scores obtained by patients in comparable groups to the 
normative population can be evaluated. Scores outside the ’normal’ range may indicate the 
presence of some pathological state. Administration of the tests is also standardised in order 
to ensure comparable response from one individual to another. Tests may be completed by a 
trained ’examiner’, an observer or the patient may complete a self-report test, (Anastasi, 
1990).
Psychological tests have 3 main uses in clinical psychology: assessment, treatment
evaluation and screening.
i) Assessment
Whilst the clinical interview is still the primary assessment device, many clinicians use 
standardised tests as additional aids to assessment, (Bellack and Hersen, 1988). Such tests 
may provide ’hard data’ e.g. performance scores, or increased disclosure as in some 
self-report questionnaires. This information is used to aid diagnosis and may have 
implications for treatment interventions. Many tests are used as aids to diagnosis and the
extent to which this is acted upon depends in part on the proven validity of the test and in 
part upon the individual clinician’s preferences.
It is widely accepted that the realm of clinical diagnosis is at best an inexact science. 
Although standard diagnostic criteria are established, for example, those in DSM III-R
(1987), clinicians may give varying diagnoses on a single client’s problem, (Adams and 
Sutker, 1984). This issue is further complicated by the multi-faceted nature of many 
clinical problems. Thus the presenting problem and basis for the original diagnosis may 
conceal a different problem which despite a comprehensive assessment, does not become 
evident until later. For these reasons assessment tests are often used as supplementary aids to 
diagnosis rather than diagnostic tools alone. They may support an impressionistic diagnosis 
and may give a quantifiable measure of the degree of severity of a particular pathology.
ii) Treatment Evaluation
One of the great advantages of having a quantifiable measure of a psychological attribute is 
that it facilitates the identification of change in that attribute. In clinical practice this enables 
both the client and the therapist to monitor change over time and ideally to relate that to the 
impact of the therapeutic intervention (Cronbach, 1959). This monitoring provides feedback 
to the therapist regarding the effectiveness or otherwise of interventions and enables her to 
adapt her interventions in the light of this knowledge.
Treatment evaluation as determined by measurement of change over time is an intrinsic part 
of much research. Observed changes as recorded in a psychometric test may support or 
refute hypotheses and associated theories.
ni) Screening
When, as is often the case, there is a very large demand for limited clinical psychology 
services, tests may be used as screening tools. The administration of a brief pencil and paper 
test or self-report questionnaire may be seen as a quick and efficient way of determining 
priority of need for treatment or suitability for a particular intervention, (Bellack and 
Hersen 1988). Screening by test alone makes many assumptions. These include the ability 
of the test to assess severity of pathology in the former case and the diagnostic powers of the 
test in the latter.
A more widespread use of tests alone as screening tools is found in epidemiology and 
research. Many projects involve administration of a test to general, non-clinical, populations 
and use of a cut-off point to identify for example normal and pathological groups. 
(Goldberg 1972) Researchers often analyse comparisons between groups so-determined in 
their hypothesis testing. The extrapolation of these findings rests on the implicit but 
questionable assumption of a continuum of pathology between non-clinical and clinical 
groups.
1.1.2 P s y c h o m e t r ic  P r o p e r t ie s  o f  T e st s
Anastasi (1988) recognises four psychometric features of psychological tests that must be 
explicitly scrutinised before the test is considered of value. These are, reliability, validity, 
appropriateness and freedom from bias.
Reliability
The reliability of a test is its most fundamental measurement property. It is the inverse of the 
degree of randomness or error in calculating the test score. Thus, an unreliable test cannot be 
said to measure anything since it is largely composed of random error.
Traditionally, psychometricians have used the concept of consistency in order to estimate the 
reliability of a test. Thus, consistency over time, or test-retest reliability, is indicative of 
reliability in tests measuring a stable trait or characteristic. Consistency between judges, or 
inter-rater reliability, indicates reliability for observational or projective measures. However, 
the most widely used method for assessing reliability of self-report inventories is to estimate 
the internal consistency of the items of the test. Internal consistency is usually estimated by 
the Kuder-Richardson formulae (KR20) or Cronbach's generalisation of this index known as 
Alpha.
These indices of reliability are essentially correlation coefficients. There is no hard and fast 
rule which states what value of KR20 or Alpha represents a reliable test but Nunnally (1978) 
has provided a widely accepted rule of thumb stating that research tools should have 
coefficients larger than 0.70 and diagnostic tools should approach 0.90.
Validity
A test must be relevant to the research topic. It must accurately discriminate the relevant 
variable and measure that which it purports to measure. Because psychological attributes are 
both difficult to define and to quantify, problems of validity can arise both at the stage of test 
construction and test selection.
The item content of a test is initially determined by clinical experience and then refined by 
statistical means to eludicate only those factors required. Diagnostic criteria for specific 
pathology frequently include many associated symptoms or even a syndrome which may be 
present. Thus a test to assess the existence of particular pathology will measure the 
existence of the component symptoms in the respondent.
A potential weakness in scoring symptomatology is that in most psychometric tests each 
component is given equal weighting. Thus in the final composite score a minor symptom 
will have the same weighting as a very much more salient symptom. Perloff and Parsons
(1988) discuss the loss of information and possibilty of bias resulting from this practice. 
The problems of unequal weighting are reduced as the number of symptoms comprising the 
score is increased. Thus a composite score derived from many symptom scores is unlikely 
to be influenced by weighting. However, a short scale such as a subscale may indeed be 
influenced by unequal weighting of components.
Few measures of psychopathology make allowance for these complexities. Most frequently 
a cumulative score of equally weighted items is derived from the test. This score is claimed 
to quantify the severity of the particular pathology, (Goldberg 1972)
It is also essential that the tests used are clearly measumg the pathology which they purport 
to measure. Research findings using a particular test to measure, for example depression, 
will be applied to models and thereby clinical treatments of depression. Such applications 
are only valid if the test is only measuring depression. If a high score on the test could 
reflect something other than or as well as high depression, conclusions cannot reliably be 
related to depression alone.
This problem is in part due to the impossiblity of achieving accurate psychiatric diagnosis. 
Psychiatric problems are not discrete and readily identifiable. Physical medicine has 
difficulty identifying exactly what factors are contributing to a person's illness. The problem 
is exacerbated in psychiatric disorders. Apparently identical symptoms may be perceived as 
normal by one person and insuperable by another, the patient. Manifestations of 
psycholgical distress are many and varied. It is true that symptoms may cluster and patterns 
of behaviour and emotional symptoms do co-occur. It is on the basis of such clusters that 
diagnostic decisions are made. However, even when clearly defined as in DSM III-R, 
clinical diagnosis is uncertain. The construction of a test to ascertain levels of a particular 
psychopathology and aid diagnosis is therefore extremely difficult. Since there are no cut 
and dried Symptom (A) = Pathology (B) formulae, tests sample a number of attributes in 
the hope of tapping those which form a recognisable cluster. Thus as an example, particular 
physiological symptoms, behavioural responses and cognitions may suggest a diagnosis of 
generalised anxiety. A test for anxiety would focus on the presence of these features. 
Problems with such a test include:
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a) those questions not asked - depression may be subsiduary to 
some other pathology;
b) even those attributes tested may also be evidence of a 
different or j oint pathology.
Appropriateness
If  both the reliability and validity of a test have been demonstrated to be satisfactory, the 
user must ensure that the population to which she is applying this test is comparable to that 
for which the test was developed.
The interpretation of quantitative test scores is facilitated by the use of test norms. Tests are 
standardised by being administered with standard directions under uniform conditions to a 
large sample of respondents who should be representative of the population for which the test 
is intended. Scores derived from this procedure are used as norms for future test use. Such 
norms are used as the frame of reference for interpreting other scores. When a test score is 
being compared to norms for that test, it is necessary that the subject characteristics concur 
with those of the normative group before comparative assessment can be made. (Cronbach, 
1990)
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Test Bias
The features of reliability, validity and appropriateness are usually given high priority in the 
selection of a test for clinical or research use. However, the issue of Test Bias is frequently 
overlooked. The term test bias refers to a psychometric property of a test and not a 
pejorative feature. It arises from and reflects a systematic error of measurement (Osterlind, 
1983). If a test is biased groups will show differential validity for the test in question. The 
presence of bias in a test means that even if  2 groups have identical scores, this score means 
different things for the different groups.
Bias may be assessed at the Tesf level as well as the 'Item' level. Item bias or, to use a less 
pejorative term, Differential Item Functioning (DIF) is identified when it can be 
demonstrated that subjects from different groups show a different pattern of responding to 
the items even though their global pathology level may be simillar. DIF analyses have been 
most widely carried out, to date, on ability and acheivement tests (Holland and Thayer 1988).
The underlying assumption in the use of a test such as the Beck Depression Inventory with 
clinical and non-clinical groups is that depression is unidimensional and exists in a 
continuum from non-depressed people through to severely depressed people. If this 
assumption is erroneous and there is a qualitative difference between non-clinical subject 
responses and clinical subject responses, the test would be biased for these groups. The 
results of administration to the two groups could not meaningfully be compared since the 
test is measuring different things in the two groups.
12
It has long been argued that ’neurotic’ illness is distributed in the general population along a 
continuum implying a unidimensional model (Goldberg and Huxley 1992). This is in 
contrast to psychotic illness. It is claimed that the differences between patients and 
non-patients is one of degree. Thus, it is held that there is a quantitative but no qualitative 
difference between neurotics and non-neurotics. If neurotic psychopathology is indeed 
unidimensional the point on the continuum at which the label ’patient’ is applied is in large 
part culturally and socially determined (Adams and Sutker, 1984).
The issue of identification of pathology is linked to the use of assessment tests. Both in 
clinical and much more so in research use, such tests are used to identify ’patients’ as 
opposed to ’non-patients’, often referred to as the ’normal’ group. The comparability of the 
2 groups identified by test response is rarely challenged.
Research on depression illustrates this point. Much research on depression uses students as 
subjects. Although the BDI was developed with psychiatric patients, such research assumes 
that extrapolations from studies using students are valid with clinical populations. The basic 
difference between patient and non-patient populations is considered to be one of severity 
of depression as reflected in different BDI scores. Thus mild depression is regarded as 
qualitatively the same as severe depression. However, recently there has been an awareness 
that there may be qualitative differences between the mild depression found in student 
populations and clinically severe depression (Gotlib 1988).
However, when psychological tests are used to identify ’patients’ there is difficulty with the 
continuum model which is assumed to underlie psychiatric illness. By definition such a 
model does not give rise to distinct groups, patients and non-patients. Most researchers who
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wish to compare ’normals' with ’psychiatric cases’ impose a threshold point in the continuum 
separating cases from normals. They thus artificially impose ’caseness’ onto those scoring 
above the cut off point.
Goldberg (1972) states:
" ... to the extent that the questionnaire score gives an 
assessment o f  an individual’s position on an axis from  
normality to undoubted illness, it can be thought o f  as 
a probability estimate o f  that individual being a 
psychiatric case. ”
If  a psychological attribute, for example anxiety, is unidimensional then a test of anxiety 
will be measuring the same facets of anxiety but with differing degrees of intensity at 
different points along the scale. However, if such an attribute is discontinuous, those at the 
lower end of the scale will have a qualitativelv different response from those at the higher 
end of the scale. Thus the test is sampling different constellations at the two different 
points. The test is psychometrically biased and comparisons between the two groups are 
not meaningful.
If  high and low scores on a test do indeed reflect a quantitative difference between subjects, 
then between groups comparisons are meaningful. Research conclusions based on such 
comparisons (all other aspects of the test and research being psychometrically sound) can 
add to understanding of the model in question. In contrast, if there is a qualitative 
difference between the two groups, research findings may be reflecting this difference rather 
than differences in the variable under consideration. Thus if depression is unidimensional a 
test of depression will have the same impact on high and low scorers. If it is discontinuous, 
test scores of those at the low end will mean something different than scores for those at the 
higher end. The test would be biased.
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L  Z BECK DEPRESSION INVENTORY
In the previous section an attempt was made to highlight some of the important issues 
concerning the clinical and research use of psychological tests. It is the purpose of this study 
to show that the preceding arguments have great relevance to commonly used instruments. 
The focus of the study will be the Beck Depression Inventory. There now follows a review 
of the psychometric studies of this instrument.
Depression has been called the common cold of psychiatry (Seligman, 1975). Despite its 
high prevalence among clinical populations there is as yet no clearly identifiable symptom or 
syndrome which can be categorically labelled as depression. There are clusters of symptoms 
including low affect, negative cognitions, low motivation and physiological changes which 
are indicative of depression. However, sufferers tend to display some but rarely all of these 
symptoms. Furthermore, many other psychiatric conditions give rise to similar symptoms. 
Research into the causes and treatment of depression is complicated by these diagnostic 
difficulties. The course of a depressive episode varies from one person to the next and this 
may particularly complicate outcome studies.
It has been estimated that depression accounts for 75% of psychiatric hospital admissions. 
At least 12% of adults will require hospital admission for depression at some time in their 
lives. The rate of depression in women in the West is approximately 2 times that of men 
(Fennell, 1990).
There are many theories concerning the aetiology and maintenance of depression. Models 
derived from these have implications for the treatment of clinical depression. Initially
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behavioural models focussing on learning and reinforcement were applied. More recently 
cognitive theories have had a major impact on treatment.
The role of cognitive factors in depression has been most strongly argued by Beck (1967, 
76). Beck considers that affective and physiological changes experienced in depression are 
secondary to cognitive distortions. The depressed person has a negative view of herself, the 
world and the future. All experience is coloured by negative schemata which result in the 
person screening out positive aspects and focussing on and distorting negative aspects of 
life. Whilst the person retains such distorted cognitions, her depression is maintained and 
manifest in motivational and physiological changes. The aim of cognitive therapy based on 
this model is to facilitate the client’s recognition of the distorted nature of her cognitions. 
Once these are realistically re-evaluated, she is able to benefit from positive experiences and 
improvement in mood, motivation and physiological conditions will follow.
The primary nature of cognitions in depression is also supported in the Learned Helplessness 
model of depression (Abramson, Seligman and Teasdale, 1978). The depressed person has 
learned that outcomes are uncontrollable and this learning results in the manifestation of 
cognitive, motivational and emotional deficits. Such a person attributes negative outcomes 
to internal, global and stable factors and positive outcomes to external, specific and unstable 
causes. In either instance, the person themselves has no control over outcome. Such 
attributions lead to lowered self-esteem and associated depression.
This widely accepted role of cognitions is being challenged by more instrumental models of 
depression (Coates and Wortman, 1980). Such models are concerned with the interactive 
behaviour of individuals which tends to elicit negative reactions in others and thereby 
maintain depression. Much research into depression is designed to challenge or confirm 
these models. Thus Krantz and Hammen, (1979) have explored the role of negative
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cognitions in the maintenance of depression. Coates and Wortmen (1980) examined 
personal interactions as possible maintaining factors in depression.
Clinical practice embodies these models in treatment of depression. Cognitive therapy for 
depression based on Beck's (1967) model of depression is widely used by clinical 
psychologists. In line with Beck's model, patients are encouraged to become aware of and 
then re-evaluate their cognitions. Such re-appraisal should lead to more positive cognitions 
and a lessening of depression.
The Beck Depression Inventory (Beck et al., 1961) is probably the most widely used 
instrument in both clinical work and research concerned with depression. The Inventory 
consists of 21 items covering symptoms and attitudes relating to depression. Each item is 
rated on a 4-point scale of severity. This is a self-report questionnaire which is quick and 
easy to administer. Although originally designed to be read out by trained examiners, it is 
now usually self-administered.
The Beck Depression Inventory (BDI) was developed on the basis of clinical observations 
and descriptions of symptoms frequently given by depressed patients, contrasted with those 
infrequently given by non-depressive patients. The scale was developed to assess severity of 
depression and not to reflect any particular theory of depression. It was intended that the 
scale would be used with psychiatric patients.
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1.2.1. U s e s  o f  t h e  B e c k  D e p r e s s io n  I n v e n t o r y
Clinical Practice
The BDI is frequently used as a routine part of assessment procedures in particular in Adult 
Mental Health. It is also used in treatment evaluation as a measure of change over time - a 
fall in total score representing an improvement in the patient’s well-being. An improvement 
in BDI score may be noted when depression is not the target of treatment.
Research
Ease of administration and scoring has facilitated the use of the BDI as a research tool. Such 
use is supported by many studies demonstrating both its validity and reliability as a research 
instrument. The BDI is now probably the most widely used instrument in research studies 
concerned with depression. Its use has now extended far beyond the clinical sphere and 
psychiatric patients. In contrast to its original purpose, the BDI is widely used with 
non-patient populations. These are most frequently student populations. Difficulties 
encountered with research studies using patient subjects have encouraged the development 
of analogue studies using non-patients. The BDI is used to identify 'depressed' and 
'non-depressed' groups of subjects who are not patients. Research findings based on such 
groups are then extrapolated to patient populations. These findings have been applied to 
current models of depression with implications for clinical practice (Seligman 1978; Sacco 
and Hokansen 1978; Krantz and Hammen 1979).
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Depue and Monroe (1978) suggest that the BDI is heavily loaded on subjective items. They 
refer to Carroll et al. (1973) who suggested that sensitivity of scales of depression might be 
increased if  they were more behavioural-somatic and less subjective. Depue and Monroe 
comment that the BDI may be a poor discriminator between normal individuals in a state of 
sadness, unhappiness and loneliness and a moderately depressed clinical population.
The BDI has been used as a reseach tool in the following ways:
A llocation o f  respondents to groups
The BDI score has a range of 0 - 63 indicating severity of depression. Beck has identified 
the following as cut-off points for classification into groups:
1 -9  Non-depressed 
10-16 Mild depression 
17-23 Moderate depression 
24 - 63 Severe depression
These definitions are generally adhered to in research studies. Reviewing literature 
Hatzenbuehler et al. (1983) found a range of cut-off points for non-depressed from < 2 - 
<13. However, many studies are concerned with differences between ’depressed’ and 
'non-depressed' people. Frequently those scoring below 9 are included in a non-depressed 
(control) group and all others form the 'depressed' group. When used in this manner without 
other supporting measures, the BDI is in effect being used as a diagnostic tool to identify 
depression. Blumberg and Hokanson (1983) use BDI to identify depressed and non­
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depressed students when exploring depressives' social behaviours depending on the 
characteristics of the person with whom they are interacting.
Lewinsohn and Teri (1982) found that the practice of identifying depressed individuals as 
those scoring above a cut-off on a self-report inventory leads to selection of many (60-62%) 
who are not clinically depressed. Using the Centre for Epidemiological Studies - Depression 
Scale they state that self report measures can adequately classify nondepressed subjects but 
almost half of those classified depressed by self-report were not judged clinically depressed 
on the basis of a clinical interview. Accuracy of correctly identifying depressed subjects can 
be improved by successive or combined self-report measures ideally followed up by clinical 
interview. The appropriateness of using the BDI for allocation to research groups is 
discussed later.
Development o f  theories o f depression
Groups classified as above are subject to experimental procedures aimed at elucidating 
particular aspects of models of depression. Findings are applied to the underlying model 
which is then modified or confirmed. These findings thus indirectly feed back into clinical 
practice in the treatment of depresion. Thus, Sacco and Hokanson (1978) use BDI to 
explore predictions from the learned helplessness model of depression. They suggest that 
their findings do not support this model but can be better explained by the interpersonal 
mechanisms between subject and experimenter. The role of cognitive bias in depression is 
explored by Krantz and Hammen (1979) using the BDI to assess levels of depression. Their 
results confirm Beck's hypothesis of a chracteristic cognitive bias in depression.
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As a dependent variable in research studies
Outcome or treatment effect is often measured using the BDI. Studies demonstrating the 
test-retest reliability of the BDI support this use of the BDI. Meta-analyses of such studies 
have been completed by Edwards et al. (1984) and Lambert et al. (1986).
To validate other measures
The BDI is well-established and its validity accepted. It is therefore often used for the 
concurrent validation for other measures. Thus, for example, a newly developed measure of 
cognitive distortions may be correlated with the BDI in order to determine its validity 
(Blaney et al., 1980).
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1.2.2. P s y c h o m e t r i c  S t u d ie s  o f  t h e  B e c k  D e p r e s s io n  I n v e n t o r y  
Reliability
Gould (1982) demonstrated internal consistency of the BDI (coefficient alpha) of .82. Its 
validity was confirmed by significant correlations with the Zung scale, the UCLA 
Loneliness Scale and the Rosenberg Self-esteem Scale. These data were derived from 
students. Gould recommends caution in generalizing these results to clinically depressed 
populations.
Very similar results were achieved by Bosscher et al. (1986) with a Dutch college 
population. Internal consistency reliability was 0.82. Concurrent validity was demonstrated 
by a correlation of o.69 with the Zung. These authors also stress that these results apply to a 
non clinical population.
Subjects on a methadone maintenance program produced very similar reliability (0.85) and 
correlation with the Zung (0.67) in a study by Reynolds and Gould (1981).
Validity
Although Beck (1967) reports that the BDI can reliably discriminate between depression and 
anxiety, Gotlib (1984) discusses many studies demonstrating a strong correlation between 
depression and anxiety scores both in non patient samples and patient samples. Thus Meites 
et al. (1986) found significant correlations between the BDI, measures of anxiety and 
neuroticism (EPI-N). The authors conclude that each probably taps a large general 
emotionality trait. They suggest that the use of a single measure to classify groups of
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subjects may give rise to erroneous conclusions. Subjects who would be found to be high on 
a test of anxiety would be likely to score high on neuroticism or depression. Conclusions 
drawn about performance and the variable selected for may therefore be inappropriately 
linked to this trait.
Tanaka-Matsumi and Kameoka (1986) investigated whether 2 popular self-report measures 
of depression, the BDI and Zung could be distinguished from self-report measures of anxiety 
and social desirability response style. They found that all measures were correlated. The 
BDI correlated more highly with measures of anxiety than with other measures of 
depression. They suggest that the discrimination validities of these scales were not clearly 
demonstrable. Thus screening of subjects for depression research on the basis of their 
elevated scores on a self-report measure of depression may result in a heterogeneous groups 
of subjects. They claim that these findings support those of Gotlib stating
"that the differentiation o f  depression from other forms 
o f maladaptive functioning such as anxiety on the basis 
o f self-report instruments is problematical in non clinical 
student samples. "
In contrast Steer et al. (1986) found that BDI discriminated between outpatients diagnosed 
as Anxious or Depressed. The major differentiating factors were Sadness and Loss of 
Libido. However, both groups of patients would be classified as depressed if being screened 
with the BDI. The mean score for the depressed patients was 26.37, that for the Anxious 
group was 14.46.
These results suggest that depression and anxiety may by highly interrelated emotional 
states. Gotlib (1984) extends this concept to suggest that all types of psychopathology are
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interrelated in subclinical samples. Gotlib tests the relationship between self-report of 
depression and other self-reports of psychopathology in a subclinical population. He found 
that all the scales were significantly intercorrelated. Many subjects scoring high on one 
scale also score high on others. This high correlation between measures of psychopathology 
in students supports other findings with isolated measures. Factor analysis yielded a 
two-factor solution with the first factor accounting for 50% of the total variance - He 
suggests that the scales measure a unitary factor of general distress. This finding is in 
accordance with previous suggestions that self-report measures of depression and anxiety 
dep do not measure independent constructs but rather appear to assess general psychiatric 
disturbance.
Gotlib maintains that these findings have serious implications for research into depression 
using BDI. Students identified as depressed on the BDI would also have been identified as 
anxious or unassertive on different inventories. Thus models of depression, for example 
learned helpelssness, based on such samples could equally have been models of anxiety or 
unassertiveness. Similarly research on cognition and depression (Dobson and Breiter (1983), 
Krantz and Hammen (1979) may have been misinterpreted.
In response to Gotlib’s findings. Hill et al.(1986) compared student and patient BDI scores 
and considered that although not identical, the factor structure in the students was 
"reasonably comparable" with that of depressed patients. They challenge Gotlib's claim that 
the BDI measures general psychopathology. They conclude that the BDI does to some 
extent measure general psychopathology but it also appears to measure something other 
than general psychopathology. They are, however, unable to conclude with certainty that 
the 'something' it measures is depression.
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The BDI is claimed to be a valid measure of depression. It is therefore to be expected that 
diagnosis and allocation into mild, moderate and severe depressed groups using this 
instrument will correlate with similar allocations reached by clinical interview. Schaeffer et 
al. (1985) found that the BDI correlated significantly with DSM-III diagnoses of depression 
for psychiatric inpatients and chemical dependency patients. A significant correlation was 
also found by Bumberry et al. (1978) between BDI scores and psychiatric diagnosis with a 
student population.
However, Hesselbrock et al. (1983) found only a modest relationship between clinical 
interview, the BDI and MMPI-D as methods of assesing depression in alcoholics. They point 
out that the MMPI-D and BDI assess depressive mood state and do not necessarily 
differentiate transient sadness from more persistent dysphoric mood. A further confounding 
factor with this client groups is the time limited pharmacological properties of ethanol 
which give rise to depressive symptomatology. They conclude that the DSM-III, MMPI and 
BDI do not measure depression in the same manner. However, the greater economy of time 
in using the self-report questionnaires needs to be balanced against the more expensive to 
administer clinical interview.
The inability of the BDI to identify transient depression in the form of Intermittent 
Dysthymic Disorder was also demonstrated by Oliver and Simmons (1984) in a non-selected 
adult population. Contrasting DSM-III diagnoses with BDI scores they used a BDI cut-off 
point of 10. The number of subjects scoring depressed on the BDI was about 2 1/2 times the 
number diagnosed by the DSM-III interview.(DIS)
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The proliferation of measures for the assessment of depression prompted Kearns et al. 
(1982) evaluate three self-report and two interviewer rated scales. Subjects were in-patients 
suffering from depressive illness. Patients were criterion rated for severity of illness on a 0 - 
10 point scale. They found that the BDI had little power to discriminate between moderate 
and severe depression to the extent that the mean scores for the moderate group were 
actually higher than the severe group. In view of its poor performance Kearns suggests that 
the BDI should be discarded as a research instrument.
Appropriateness
The generalisability of these studies depends on understanding both of the characteristics of 
the populations being compared and the nature of depression in those populations.
Student populations are a very homogeneous group - low mean age, similarity of 
backgrounds, educatinal level etc. In contrast depressed patients come from many different 
backgrounds and in all age groups. Many depressive incidents are coincident with marital 
difficulties - these are not typical for student groups .
Students often fall into the lower portions of the BDI scores, purported to be a measure of 
mild depression. However, it has been shown that these are often transient states and repeat 
BDI tests even a few weeks later give much lower scores.
Hammen (1980) explored features of depression in students who scored over 16 on the BDI 
(moderately depressed). At interview 2-3 weeks after the iniital screening, over 50% of the 
identified subjects scored 0-9 on the BDI, i.e. non-depressed. Hammen notes that the BDI 
indiscriminately identified students who displayed either stable or unstable depresion and 
who subsequently revealed considerable variation in diagnosis and symptom patterns. It is
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suggested that although the BDI is valid for judgements of severity of depression in college 
students (at least in the mild and moderate ranges of severity), there is need for additional 
information as a basis for subject selection, clinical inference and generalization.
Bumberry et al. (1978) noted that there was a correlation between the BDI and psychiatric 
rating of .77. However, this fell to .30 for a sample with a time interval ranging from 1 - 14  
days between administration of BDI and psychiatric interview. This they suggest reflects 
either spontaneous remission or the subject's attempt to present a more favourable 
impression during the second assessment. Whatever the explanation these observations of a 
decline in BDI scores over time is an important factor in many research studies. There is 
frequently a delay between screening to obtain subjects for a study and the application of the 
research procedures.
Sacco and Hokansen (1978) found that students classified as depressed on one day using 
their BDI scores have to have their classification changed on redministering the BDI on 
another day. Hatzenbeuhler et al. (1983) also found BDI does not consistently classify 
depressed subjects even on retesting the same day. This was particularly applicable to the 
higher scoring groups of students. However, this decline in scores seemed to be related to 
prior exposure to the BDI rather than a change in symptomatology as it was not observed 
when initial rated on Zung. This transience is not seen in patients with more clinical 
depression.
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Test Bias
Much research on depression uses students as subjects and since the BDI was developed with 
psychiatric patients such research assumes that extrapolations from studies using students are 
valid with clinical populations. The basic difference between patient and non-patient 
populations is considered to be one of severitv of depression as reflected in different BDI 
scores. Thus mild depression is regarded as qualitatively the same as severe depression. 
However, many researchers have argued that there is a qualitative difference between the 
mild depression found in student populations and clinically severe depression. If this should 
prove to be the case test results from the two groups have different meanings - the test is 
biased. If the test is found to be biased, extrapolation from student data to clinical cases is 
not valid.
Critical to the validity of analogue studies with non-patient populations is the question of the 
consistency of depression across scores. Most literature assumes that non-patients represent 
the mild end of a dimension of severity with clinical depressives at the opposite end. 
Depression is conceived as lying on a continuum with only a quantatitive difference between 
extreme ends. In contrast, it has been suggested that mild and severe depression are 
distinctly different forms of depression - there is a qualitative difference between them. It is 
suggested that those with mild depression manifest mainly the mood component of 
depression and not the full range of features found in clinical depression.
Oliver and Burkham (1979) exploring the parameters of depression in students found that 
depression was frequent, particularly in the mildly depressed range. They find that 
distribution of BDI scores lying within the mild, moderate and severe ranges of depression is
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highly skewed to the right. They suggest that moderate and severe depression in students 
may be "clinical" whereas mild depression may be "normal".
Golin and Hartz (1979) explored both the nature of the symptoms of depression in a mildly 
depressed student group and the extent to which such symptoms are similar to those 
observed in psychiatrically depressed populations. They found that depression among 
mildly depressed college students was characterised by a single factor, Hopelessness, 
containing both affective and cognitive elements, feelings of sadness and a sense of 
hopelessness. Although the Hopelessness factor was similar to the first factor found by 
Weckowicz et al. (1967), Guilty Depression, they found that the self-reproach displayed by 
psychiatric patients was not observed within the mildly depressed group. A factor Somatic 
Disturbance found in the clinical group was not found in the mildly depressed group. They 
conclude that the depression syndrome in mild depression is qualitatively different from the 
depression syndromes described for psychiatric patients by Weckowicz.
Depue and Monroe (1978) reviewing studies comparing normal individuals with depression 
and clinically depressed inpatients and outpatients conclude the behavioural, somatic anxiety 
and other somatic components of depression are by far the best discriminators between 
clincial depressions and normal depression and unhappiness. Vredenburg et al. (1985) 
discuss modifications to the BDI to strengthen its weak somatic component. Their modified 
form of the BDI had a better factor structure and higher reliability than the original. The 
authors suggest that such modifications are particularly important when the BDI is used as 
the only method of selecting subjects in research studies.
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These studies suggest that there are indeed qualitative differences between those with 'mild' 
depression and those with 'severe depression'. This will be the focus of the present study.
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7.5. AIMS
The overall objective of this study is to evaluate the appropriateness of the BDI for use as a 
screening device with non-clinical populations.
This will entail
a) comparing the psychometric properties of 2 widely used 
screening devices with clinical and non-clinical populations;
b) identifying whether the BDI measures Depression or, as has
been suggested, 'general psychological distress' (Gotlib 1984), in a 
non-clinical population;
c) determining whether the evidence supports a unidimensional
model of depression which underlies current use of the Beck Depression 
Inventory with clinical and non-clinical populations.
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2. METHOD
This psychometric evaluation of the Beck Depression was achieved by analysing the 
responses of a group of Non-patients and a group of Patients. Every effort was made to 
ensure that the samples were representative of both the general population and clinical 
patients respectively.
ZLM EASURES
2.1.1. General H ealth Questionnaire (GHQ28)
The General Health Questionnaire-28 (Goldberg, 1972) is a 28-item self-report inventory 
designed to tap psychiatric disturbance (see Appendix I). It is comprised of 4 subscales 
Somatic (SOM); Anxiety (ANX); Social Dysfunctioni (SDYS) and Depression (DEP). Each 
subscale has a maximum score of 21. The GHQ was designed for use as a screening test for 
detecting psychiatric disorders among respondents in community settings (Goldberg 1972). 
This is a widely used test of general psychopathology and is generally held to have good 
psychometric properties.
2.1.2. Beck D epression Inventory (BDI)
The Beck Depression Inventory (Beck et al 1961) is a 21-item questionnaire which may be 
administered as a structured interview by a trained tester or as a self-report scale (see 
Appendix II). The 21 items refer to symptoms and attitudes related to depression. Each 
item scores 0 - 3 ,  giving maximum possible score of 63. The BDI was originally designed to 
assess severity of depression in psychiatric patients. It is now widely used as a screening 
device in clinical practice and research. The BDI has been demonstrated to differentiate
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psychiatrie patients from normals (Steer et al. 1986). Steer, Beck, Riskind and Brown 1986) 
also found that the BDI differentiated between General Anxiety Disorder and Major 
Depressive Disorder.
2,2, RESPONDENTS
2.2.1. N o n  CLINICAL SAMPLE
An attempt was made to sample a broad range of the general public in an effort to improve 
on the current common practice of using students as non-clinical subjects. It was stressed 
that the responses would be anonymous and that the data was to be computer analysed. 146 
subjects agreed to complete the General Health Quesionnaire and the Beck Depression 
Inventory.
2.2.2. Clinical SAMPLE
Subjects in the clinical sample were all out patients at a Clinical Psychology Department. It 
was already routine procedure for all new clients to complete the General Health 
Quesionnaire. The extra request for their cooperation in completing the Beck Depression 
Inventory was not therefore too demanding. A total of 60 patients completed the 
questionnaires.
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2.2.3. A d d i t i o n a l  d a t a
At the time of final analysis of the data, a further data base containing responses to the BDI 
alone was made available (Hammond and Katsarou 1989) and this was incorporated into the 
Test Bias analyses of the Beck Depression Inventory. This data set contained 285 
non-patients and 76 patients. The same criteria for data collection were applied as for the 
present study. Thus, the resulting data set includes 431 non-patients and 136 patients.
25 . PROCEDURE
Respondents were requested to complete the Beck Depression Inventory and the 28-item 
version of the General Health Questionnaire (GHQ28). The responses to the GHQ, which is 
also a widely used screening test, were used for comparative purposes.
Data were analysed using the data analysis packages, SPSS-PC and PAP (Hammond 1990). 
Following simple analyses of classical psychometric parameters an assessment of test bias 
and DIF were performed.
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2.3.1. M e t h o d s  f o r  t h e  i d e n t i f i c a t i o n  o f  T e s t  a n d  I t e m  B ia s
A range of psychometric techniques may be used to evaluate the bias in a given test (Suen, 
1990). This study will use a combination of techniques and more sophisticated, recent tests.
Factor Analysis
Factor Analysis of the items for each group in question can illustrate differential item 
functioning and it is a widely used method, especially in cross-cultural studies (Eysenck et al 
1989). Any incongruities in the factor structure between groups indicates qualitative 
difference in test structure. However, although this method is frequently used it is often 
inappropriate and conclusions drawn therefore misleading. There are two aspects of the data 
under consideration which are critical in Factor Analysis.
i) Sample Size
Factor Analysis should only be used with large samples. Many studies, for example those 
investigating depression, do indeed use very large samples of non-clinical subjects. The 
comparison group of clinical subjects is usually small and this diminishes the value of factor 
analysis comparisons. Thus the claim by Hill et al (1986) that the factor structure of student 
responses on the BDI was "reasonably comparable" with that of depressed patients is 
dubious. The samples sizes used were very small, being 160 students and only 65 patients.
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ii) Distribution
Factor analysis relies on the multivariate normal distribution and assumes that the items in 
the analysis are normally distributed. It has long been known that factor analysis of skewed 
data produced distorted solutions (Hammond and Leinert 1992). Items in the Beck 
Depression Inventory are frequently very skewed. Again in Hill’s study, the mean score for 
students was 6.81 and that for patients 21.57. As the range of scores available on the Beck is 
0 - 6 3 ,  this reveals an extreme negative skew with the student sample.
Due to these limitations of applying the factor analytic model to these data this technique is 
not used in this study.
Analyses o f  Variance (AN0  VA)
One traditional method for identifying DIF is to carry out a split-plot (Item by Group) 
AND VA (Osterlind 1983). The interaction effect describes the difference between group 
profiles on the items. This approach has the advantage of allowing for the test of DIF over 
more than two groups but has the disadvantage of imposing distributional assumptions that 
are hard to meet with skewed data.
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Correlation and Regression
The correlation matrices of test responses against a criterion for patients and non-patients 
can be compared. Discrepancies in the pattern of correlations for the two groups suggest 
differential validity for the two groups which is a primary indicator of test bias. Developing 
from this, non-parallel regression lines of test responses against a criterion measure for each 
group will demonstrate bias (Cronbach 1990). A difference in slope being indicative 
differential validity.
Delta Plot
A graphical method for identifying item bias is the Delta Plot (Angoff and Ford 1973). This 
simply involves the plot of item affectivities from one group against those of the other. The 
affectivity (or degree of acceptance) is transformed to a delta parameter to mitigate the 
inherent non-linear relationship between groups. Outlying items are then held to be 
manifesting bias. In order to carry out this analysis the responses to the items of the BDI 
were dichotomised.
Mantel-Haenszel Analysis
The Mantel-Haenszel approach to estimating DIF has been suggested by Holland and Thayer 
(1988). This is essentially a Chi-Squared method originally used in medical research (Mantel 
and Haenszel 1959). A three way contingency table (Group by Extent of Depression by 
Response) is generated for each item. A cross-product ratio is then used to assess the DIF of
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each item. In order to carry out this analysis the responses to the items of the BDI were 
dichotomised.
Item Response Theory (IRT) Analysis
IRT methods allow us to directly assess the extent to which the data fits a unidimensional 
model (Hambleton et al 1991). The simplest IRT method is based upon the one-parameter or 
Rasch model. The advantage here is that the resulting parameters are invariant across 
samples. Thus, if the patient and non-patient groups are purely differentiated in a quantitative 
manner the unidimensional model should hold and the item parameters estimated under the 
Rasch model should be simillar. Item parameters and degree of fit is established for both 
groups separately. These can then be compared and are indicative of whether the same 
model is applicable to both groups. Since polychotomous data was available in the present 
study, Andrich's Rating Scale Model (an extension of the Rasch model) was used (Andrich 
1978).
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3. RESULTS
The results of the data analyses will be presented in three sections. Firstly, the demographic 
details of the subjects, both patients and non-patients, will be examined. It is important to 
identify the extent to which these samples are representative of the populations under 
consideration. Thus, the sex distribution, age range and occupational status of both patients 
and non-patients will be scrutinised.
The second section examines the classical psychometric properties of the tests used. These 
analyses will consider distribution of the scores and their reliabilities. The power of the 
scales to differentiate between patients and non-patients will be considered. Finally their 
potential to discriminate between the three major diagnostic categories of the patient 
groups. Anxiety, Depression and Relationship Difficulties, will be investigated.
Finally, a more detailed consideration of test and item bias in the BDI will be attempted. A 
number of techniques will be used to explore the presence of both Test Bias and DIF.
39
3,1, DEMOGRAPHIC DETAILS
As the preliminary stage of analysis, descriptive statistics of the two groups. Non-patient and 
Patient, are considered. These statistics will indicate how representative the samples are of 
the general and clinical populations respectively. It is important that these parameters are 
similar to those of otfier research studies using the BDI in order that meaningful comparisons 
can be made.
The proportions of Non-patients and Patients will be presented, followed by age, sex and 
occupation details. Finally, the Patient group was divided into 4 diagnostic groups and the 
numbers in each category are presented.
TABLE 1(A) STATUS IPATIENT / NON-PATIENTI
TOTAL SAMPLE PATIENTS NON-PATIENTS
N N % N %
Current Study 207 60 29 147 71
Additional (BDI only) 361 76 21 285 79
Aggregated Sample 568 136 24 432 76
Table 1(A) shows the numbers of patients and non-patients who responded to the 
questionnaires. Both the sample collected specifically for this study as well as the data 'lent' 
by Hammond and Katsarou is represented. It must be recalled that this latter data set
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contains information on the BDI only. The total sample comprises approximately 1/4 
patients and 3/4 non-patients.
Table 1(B) presents the ages of the respondents. The range and median age for each group 
and the total sample are presented.
TABLE 1(B) AGE DISTRIBUTION
TOTAL SAMPLE PATIENTS NON-PATIENTS
N=568 N=136 N=432
RANGE (years) 18-73 18-71 18-73
Median Age (years) 35 36 35
As can be seen from Table 1(B), the age-range in both groups is almost identical. The 
median age of the two groups is similar, the median age for the patient group being 1 year 
higher than that for the non-patients.
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Table 1(C) presents the sex distribution for the two groups.
TABLE 1(C) SEX
TOTAL SAMPLE PATIENTS NON-PATIENTS
N % N % N %
MALE 244 43 54 40 190 44
FEMALE 324 57 82 60 242 52
In both groups there are more females than males. The difference is smaller in the 
non-patient groups. However the patient group has 50% more female than male 
respondents.
Table 1(D) displays the most frequently occurring occupations in each group. This data was 
not available for the additional data so the results in table 1(D) relate only to the data 
collected specifically for the present study. Full details of all respondents' occupations are 
shown in Appendix I I I .
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TABLE 1(D) OCCUPATIONS
OCCUPATION TOTAL SAMPLE PATIENT NON-PATIENT
N % N % N %
STUDENT 27 13 2 3.3 25 17.0
GOVERNMENT/
CIVIL SERVANT 16 7.7 2 3.3 14 9.5
NURSE 16 7.7 5 8.3 11 7.5
HOUSEWIFE 13 6.3 10 16.7 3 2.0
CLERICAL 11 5.3 7 11.7 4 2.7
TRAINEE CLINICAL
PSYCHOLOGIST 12 5.8 0 0 12 8.2
ENGINEER 12 5.8 2 3.3 10 6.8
A total of 48 different occupations were reported, ranging from unemployed to professional 
occupations. The Table demonstrates that the patient group has a higher un/semi-skilled 
component in contrast to the more professional occupations of the non-patient group. This 
feature may be in part a consequence of the higher proportion of female respondents in the 
patient group.
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The clinical diagnosis of each member of the patient group was for the basic data set 
recorded. Full details of diagnoses are shown in Appendix IV . For the purposes of analysis 
5 major groups were identified. Table 1(E) shows the proportion of patients in each of these 
groups.
TABLE 1(E) COLLAPSED DIAGNOSTIC CATEGORIES
DIAGNOSIS No. %
ANXIETY 26 12.6
RELATIONSHIP
DIFFICULTIES
11 5.3
DEPRESSION 15 7.2
BULIMIA 1 0.5
PSYCHOSIS 1 0.5
Table 1(E) presents a summary of the diagnostic categories of the patient group. The large 
majority of patients were attending for anxiety related problems. Depression and relationship 
difficulties accounted for almost all of the remainder.
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SUMMARY OF DEMOGRAPHIC DETAILS
The above tables show that subjects represent a broad cross-section of the general population 
both in terms of age and occupation. The non-patient sample in particular has almost equal 
male and female respondents. The age-range is comprehensive although there are fewer 
subjects at the upper end of the range. The 48 different occupations identified are very 
varied. They include unemployed and retired, skilled and unskilled, professional and 
student subjects. This sample therefore is, within the limits of such a study, representative 
of the general public. As such, results arising from this sample may be generalised to a 
general non-patient population.
The patient sample is more limited. The distribution of male and female is not typical of the 
population, females oumumbering males 2 t o i .  However, this ratio is typical of a clinical 
psychiatric population. The age range sampled is broad and more evenly distributed than 
that of the non-patients. The occupations sampled are fewer than half those of the 
non-patient group. The occupations Housewife, Nursing and Clerical account for 36.7% of 
those of all patients. These are largely female occupations and may be a reflection of the 
larger proportion of female subjects in this group. Thus the patient group is less 
representative of the general population and results produced by this group may not be 
applicable to the general population. However, this group was selected by taking the all new 
patients within a given time at an outpatient psychology clinic. It is therefore reasonable to 
suppose that their results are applicable to other clinical psychology outpatients.
Thus the two groups under investigation have similar age-ranges, slightly different sex 
distribution and different occupational backgrounds. These factors must be considered when
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comparing differences between the groups as such differences may be in part a reflection of 
these demographic variables rather than the patient / non-patient categories into which they 
fall.
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3.2. INITIAL PSYCHOMETRIC EVALUATION OF THE TESTS USED
Prior to the in-depth investigation of the Beck Depression Inventory it was necessary to 
establish the fundamental psychometric properties of the two tests which were used. For 
each test the standard psychometric parameters relating to distribution and reliability were 
established. Differences between the Non-patient and Patient groups were considered. 
Variations in these parameters both between the two groups and between the four diagnostic 
categories of the Patient group are discussed.
3.2.1 General Health Questionnaire
The General Health Questionnaire consists of four sub-scales: Somatic, Anxiety, Social 
Dysfunction and Depression. The various statistical parameters for each subscale were 
elicited and those of Patients and Non-patients compared.
Table 2(A) presents Means, Standard Deviations and Alpha reliabilities in the current study. 
In addition F and t values are reported as a means of establishing variance and mean 
differences between the groups. It was not possible to locate comparable norms for these 
samples.
Each scale has a maximum possible score of 21. Patients means range from 5.96 for the 
Depression subscale to 10.50 for the Anxiety subscale. Scores of Non-patients are lower, 
ranging from 1.17 for the Depression subscale to 6.69 for the Social Dysfunction subscale.
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TABLE 2(A) SUMMARY OF RESULTS BY GHO SUBSCALES
PATIENTS 
X s.d.
NON-PATIENTS 
X s.d. 0 6 F t
GHQSOM 8.20 4.75 0.82 4.32 3.07 0.78 2.43*** 6.25***
GHQANX 10.50 4.39 0.79 3.96 3.28 0.80 2.02*** 9.78***
GHQSDYS 10.38 4.71 0.89 6.69 2.03 0.71 5.10*** 5.45***
GHQDEP 5.96 5.38 0.91 1.17 2.40 0.88 4.7*** 6.36***
Internal consistency (alpha reliability) is respectable in all subscales for both Patients and 
Non-patients. The lowest alpha is 0.71 for the Social Dysfunction subscale, Non-patients 
and the highest 0.91 for the Depression subscale. Patients. Thus all of these subscales 
demonstrate sufficiently high psychometric reliability for use as research instruments based 
upon classical psychometric reasoning.
The t values demonstrate that there is a highly significant difference between the scores of 
patients and non-patients in all subscales. Thus all subscales differentiate well between the 
two groups. Equally, in all subscales there is a significant difference in variances of the two 
groups. The patient group has a consistently wider range of responses than the non-patients.
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This feature may represent a floor or ceiling effect on these scales. Non-patients, having 
less symptomatology may consistently respond 'No' whereas patients have a wider range of 
options to describe their symptomatology.
Scores on the GHQ subscales were analysed by diagnostic category of each respondent. 
Table 2(B) presents the scores of the Patient group when allocated to different diagnostic 
categories.
TABLE 2(B) GHO SUBSCALES BY DIAGNOSTIC CATEGORIES
ANXIETY
(A)
X s.d.
RELNSHIPS
(R)
X s.d.
DEPRESSN
(D)
X S.d. F Scheffe
GHQSOM 8.38 4.39 6.73 4.12 11.93 4.39 4.96 D - R
GHQANX 10.26 4.07 9.00 4.36 13.21 4.63 3.35* No sig.diff.
GHQSDYS 9.40 4.36 9.09 3.81 14.17 3.95 6.21** D-R, A
GHQDEP 6.19 5.39 4.40 4.69 7.93 5.69 1.28 No sig.diff.
The Somatic Subscale differentiates between the Relationship Difficulties group and the 
Depressed group. The Social dysfunction subscale differentiates between the depressed 
group and the relationshp difficulties or the anxiety group. Interestingly, the remaining two 
subscales. Anxiety and Depression do not differentiate between any of the groups. Thus, the
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GHQ Depression subscale did not discriminate Depression from either of the other two 
diagnostic groups. However, this was achieved by the GHQ Social Dysfunction subscale.
3.2.2. B eck Depression Inventory
These parameters were established for the respondents in this study and compared with those 
for previous studies. Table 3(A) presents a comparison of the means, standard deviations 
and reliabiity coefficients arising from the current study with those presented in other 
studies.
TABLE 3(A) MEANS. STANDARD DEVIATIONS AND RELIABILITY OF THE BDI
CURRENT STUDY MANUAL NORMS TANAKA-MATSUMI
PATIENT NON-PATIENT PATIENT
(1986)
NON-PATIENT
X S.d. OC X S.d. oC X S.d. o c X S.d.
BDI 15.23 8.66 0.92 4.99 4.57 0.86 23.19 9.90 0.95 7.90 6.62 0.84
Both the patient and non-patient means are considerably lower than those quoted in these 
previous studies. The range of scores obtainable on the BDI is 0 - 63. Thus the mean 
score of the non-patient group, 4.99, is extremely low. However, the mean score of the 
patient group, 15.23, is also at the lower end of the range.
Internal consistency for the inventory in the current study is high. Reliabilities quoted in the 
Manual (split half) and by Tanaka-Matsumi & Kameoka (1986) are also high. Thus the BDI
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has demonstrated reliabilities that support its use as a research instrument. However, the 
scores have a very skewed distribution. It is possible that the high reliabilities are a function 
of lack of variability amongst respondents.
The differences between the means of the Non-Patient and Patient groups were considered. 
Table 3(B) presents the mean scores of^The' two groups, patient and non-patient and 
associated t and F values.
TABLE 3(B) F-RATIOS AND T-TESTS OF PATIENTS AND NON PATIENTS
PATIENT
X
NON-PATIENT
X
F t
BDI 15.23 4.99 1.89* 7.82***
*** p <  0.001; **p<0.01;  * p < 0.05
It is clear from the above table that there is a very significant difference between the means 
for the two groups. Due to the heterogeneity of variance this difference was assessed by a 
separate value estimate of t. Thus the BDI has clearly differentiated between the Patient and 
Non-patient groups. The finding of significant difference in the variance of the two groups is 
explained by patients having a wider range of scores compared to non-patients.
The mean BDI scores of each of the major diagnostic groups were considered using the 
initial sample of 207. Table 3(C) presents the BDI scores of the Patient group when 
allocated to diagnostic categories.
51
TABLE 3(C) BDT SCORES BY DIAGNOSTIC CATEGORY
ANXIETY RELNSHIPS 
X S .d . X s.d. X
DEPRESSN 
S .d . F Scheffe
BECK 14.61 9.78 15.60 7.63 17.45 8.52 0.37 No sig. diff.
There is no significant difference between any pair of categories. Interestingly this 
demonstrates that not only has the BDI failed to discriminate between the Anxiety and 
Relationships group but it has also failed to identify the Depression group as different from 
the other two.
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SUMMARY OF RESULTS OF PRELIMINARY PSYCHOMETRIC ANALYSIS
These results present the basic psychometric properties of the scales used - the General 
Health Questionnaire and the Beck Depression Inventory.
The GHQ differentiated between Patients and Non-patients. Subscales were less effective at 
differentiating between diagnostic groups. However, all subscales demonstrate high 
reliability at a level which appears psychometrically acceptable for research purposes.
The BDI also differentiates between Patients and Non-patients. It does not, however, 
differentiate between different diagnostic categories. The mean scores of both patients and 
non-patients are very low relative to the maximum possible score, the distribution is very 
skewed. However, internal consistency estimates of reliability are high and convey the 
impression of a psychometrically acceptable research instrument.
The above results show that the scales have superficial reliability and do show statistical 
differences between patient and non-patient groups. However, none of the scales 
successfully discriminates anxiety and depression by diagnosis. The range of scores is 
truncated and there are frequently significantly different variances between the groups.
The inability of the BDI to discriminate between Depressed and other diagnostic groups has 
implications for much current use of the BDI in research. It is common practice to use the 
BDI as a test of validation of other measures on the assumption that it can discriminate 
depression. If, as suggested by this data, the BDI cannot so discriminate, questions as to its 
discriminant validity within patient populations need to be raised.
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33. STATISTICAL TESTS FOR BIAS IN BDI
The preceding analyses have established the demographic details of the subjects in the study. 
These have shown to be representative of the appropriate population groups. The 
preliminary psychometric analyses have demonstrated that the BDI can differentiate between 
patients and non-patients. However, it was notably ineffective in differentiating depressed 
patients from anxious patients or those suffering from relationsip difficulties. However, 
these results do not inform us about the unidimensionality of the scales across the two 
different groups and so the viability of analogue studies of depression has not yet been 
addressed.
There exists a variety of ways in which the differential performance of the BDI with patients 
and non-patients can be detected. The remainder of the analyses will focus on the detection 
of Test Bias and DIF in the BDI using methods discussed earlier.
Firstly, patterns of correlations between the BDI and GHQ will be explored together with 
associated regressions which may provide a general indication of test bias.
Following this Analysis of Variance is applied for the identification of DIF. In this context a 
significant item by group interaction is indicative of bias.
A Delta Plot technique will then be used in order to examine in more detail where the DIF 
occurs by means of a graphical analysis. Evidence of DIF may be seen in a widely scattered 
plot.
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The more sophisticated Mantel-Haenszel analysis follows which provides an inferential 
statistic for each item indicating the degree of DIFf manifested.
Finally the data will be subject to IRT Analysis using the one-parameter rating scale model 
(Andrich 1978). This is the most rigorous of the techniques used and it directly assesses the 
implicit assumption of all analogue research, that patient and non-patient responses may be 
quantitavely discriminated along a single dimension or continuum.
3.3.1. Correlations
The BDI scores were correlated with the subscales of the GHQ using the initial sample of 
207. The correlation matrices for patients and non-patients are then juxtaposed in Table 3(1) 
for comparison.
TABLE 3(1) Correlation M atrix of scores on BDI and GHQ subscales
GHQSOM GHQANX GHQSDYS GHQDEP BDI
GHQSOM 0.64** 0.53** 0.53** 0.43*
GHQANX 0.54** 0.70** 0.68** -D.50**
GHQSDYS 0.30** 0.36** 0.61** 0.58**
GHQDEP 0.39** 0.40** 0.10 0.56**
BDI 0.41** 0.60** 0.32** . 0.42**
* = p > 0.01; ** = p > 0.001
Upper Triangle - Patients; Lower Triangle - Non-Patients.
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There is similar magnitude of correlation in the matrices for the Non-patient and Patient 
groups. Correlations are generally higher for the Patients than the Non-patients. 
Interestingly, the only pair of scales which fail to correlate significantly are the General 
Health Questionnaire Depression Subscale and the GHQ Social Dysfunction for the 
Non-Patients. Thus for Non-patients Social dysfunction does not appear to be related to 
depression. However, this situation is very different for patients where these two subscales 
are significantly correlated.
This in itself is suggestive that there is a qualitative difference in the experience of 
depression between the two groups. However, this finding is further supported by the 
different ranking of correlations of the BDI with the GHQ subscales for the two groups. For 
Patients Social dysfunction is the scale most highly correlated with the BDI, the Somatic 
scale is the least well correlated. The Non-patient group has a different pattern, the Anxiety 
subscale is most highly correlated with the BDI, and Social Dysfunction the least.
Although the two groups both show homogenous patterns of inter scale relationships, these 
findings do not lead to the conclusion that the Beck Depression Inventory is free from bias. 
Indeed, there is suggestive evidence of differential predictive validity between the two 
groups.
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3 .3 .2 .  R e g r e ssio n s
An extension of the correlation analysis above is to regress the BDI score onto an external 
variable for both groups. Differences of slope for the two regression lines would indicate 
differential predictive validity and so provide evidence of test bias. Regression Lines of the 
BDI using the GHQ as the criterion were plotted for both groups and are shown in Figure 3.1.
As the lines have similar slopes and there is no immediate evidence of bias in these 
regression lines. However, the power of this test is limited since it is possible that both the 
BDI and the GHQ are subject to the same biasing effects, particularly since their 
construction is founded on the same assumption of unidimensionality of depression in 
clinical and non-clinical populations. This is one of the reasons why this approach to test 
bias is not highly regarded in other contexts such as ability testing (Jensen 1980).
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3 .3 .3 .  A n a l y s is  o f  V a r ia n c e
A more exacting method for identifying bias which demonstrates the interaction of items 
with groups, is the Analysis of Variance. A split-plot ANOVA was applied to the data using 
an Items by Patient interaction design. The critical element in this case is the Interaction 
effect which shows differential item functioning.
Table 3(2) shows the ANOVA table for this data. A plot of item means by groups is not 
reported since the equivalent is reported in the later section on Item Response Theory 
analysis.
Table 3(2) ANOVA TABLE SHOWING SUBJECT BY ITEM INTERACTION
s s DF MS F Sig of F
BETWEEN CELLS 344.40 193 1.78
WITHIN CELLS 1020.43 3860 .26
GROUP 178.49 1 178.49 100.02 .000
ITEMS 80.04 20 4.00 15.14 .000
GROUP BY ITEMS 34.57 20 1.73 6.54 .000
A split plot 2 x 2 1  Analysis of Variance was performed to determine the degree to which 
there is an interaction effect between the groups and items. As is shown in Table 3(2) there 
is a significant interaction effect which shows that the groups are presenting significantly 
different item profiles. Thus, evidence of DIF is clearly apparent between patient and 
non-patient groups.
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3 .3 .4 .  D e lt a  P lo t
The above basic techniques for the identification of Test Bias may be further explained by 
use of the Delta Plot (Angoff, 1984). This technique relies on dichotomous data so, for the 
purpose of this analysis, the 4 point rating scale was dichotomised such that 1-3 were 
collapsed into one category. In the light of the high skew towards the low categories this 
scheme appeared reasonable for optimally dichotomising each item. The complete sample of 
568 was employed for this analysis.
Figure 3.II shows the delta plot derived from the patient and non-patient responses to the 
BDI. This data is also shown in Table 3(3).
Remembering that the patient responses were dichotomised, the results may be construed as 
conservative in so far as the only options were in effect ’No pathology’ or ’Some pathology’. 
Patient responses, in other words, are truncated towards those of non-patients. It is clear 
from the delta plot (Figure 3.II), the regression is not linear. The affectivity of many of the 
component questions is different for non-patients and patients. This demonstrate that these 
questions are biased for these particular groups.
Whilst all of the points are well scattered, it is notable that Questions 4, 18 and 19 are the 
most discrepant. These questions concern Satisfaction, Appetite and Weight respectively. 
Thus responses to the question concerning weight had the lowest affectivity for patients but 
was around average for non-patients. In contrast. Satisfaction was a low item for patients 
and again only average for non-patients. The response patterns are different for the different 
groups.
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TABLE 3f3) DELTA PLOT PARAMETERS
VARIABLE NUMBER TOTAL NON-PATIENTS PATIENTS
(Content) AFFECTIVITY DELTA DELTA
1 SADNESS 0.30 17.34 11.63
2 FUTURE 0.41 15.22 11.46
3 FAILURE 0.23 19.24 12.14
4 SATISFACTION 0.37 16.74 10.01
5 GUILT 0.21 18.53 13.20
6 PUNISHMENT 0.18 19.37 13.78
7 DISAPPOINTMENT 0.34 16.62 11.37
8 CRITICISM/BLAME 0.53 13.64 10.82
9 SUICIDE 0.18 19.67 13.37
10 CRYING 0.27 17.64 12.22
11 IRRITATION 0.48 14.25 10.82
12 INTEREST 0.31 16.74 12.22
13 DECISIONMAKING 0.37 15.90 11.37
14 APPEARANCE 0.28 16.62 13.04
15 WORK 0.41 15.85 10.01
16 SLEEP 0.39 15.60 11.37
17 TIREDNESS 0.57 13.44 9.44
18 APPETITE 0.24 17.06 13.78
19 WEIGHT LOSS 0.17 17.80 15.47
20 HEALTH 0.22 18.33 13.04
21 SEXUAL INTEREST 0.32 17.07 11.37
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3 .4 .5 .  M a n t e l - H a e n s z e l  A n a l y se s
The dichotomised data were further analysed using Mantel-Haenszel analyses, (Mantel and 
Haenszel, 1959). This is a relatively new but highly regarded method for detecting item bias 
in psychometric tests (Holland and Thayer, 1988). For the analysis the groups are 
subdivided into four levels of severity of depression as indicated by their overall Beck 
Depression Inventory scores. This analysis, by providing an inferential statistic for each item 
(ChF), adds specificity to the information derived from the Delta Plot. Also, there is no 
indication on the delta plot of how scattered the items must be before they are to be 
considered biased. Thus the 3 items identified above may not be the only ones manifesting 
DIF.
Table 3(4) shows the Mantel-Haenszel analyses on the responses to the BDI. It is clear from 
the Table that, with the exception of Questions 1 and 2, the Chi-square is very significant. 
This suggests that the symptoms related to depression are experienced differently in the two 
groups. There is a clear qualitative difference in the responses of the two groups.
Thus this analysis demonstrates that 19 of the 21 component questions of this inventory are 
very biased. The overall Chi-square is highly significant and supports the conclusion that 
the test as a whole is biased.
These results are markedly different from those derived from the Delta Plot and indicate that 
the latter would lead to a ridiculously conservative estimate of DIF. This suggests that while 
graphical methods may aid in interpretation, they should only be applied alongside more 
sophisticated methods.
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Table 3r4~) MANTEL-HAENSZEL ANALYSES
VARIABLE ODDS
RATIO
DELTA CHI-SQUARED P
1 SADNESS 0.49 1.68 3.24 0.068
2 FUTURE 0.73 0.73 1.36 0.24
3 FAILURE 0.53 1.47 9.39 0.003
4 SATISFACTION 0.49 1.66 15.69 0.000
5 GUILT 0.53 1.51 15.78 0.000
6 PUNISHMENT 0.52 1.54 19.72 0.000
7 DISAPPOINTMENT 0.54 1.46 21.10 0.000
8 CRITICISM 0.66 0.98 11.15 0.001
9 SUICIDE 0.64 1.05 14.46 0.000
10 CRYING 0.65 1.00 14.16 0.000
11 IRRITATION 0.71 0.80 10.07 0.002
12 INTEREST 0.70 0.85 12.63 0.001
13 DECISIONMAKING 0.70 0.83 13.23 0.000
14 APPEARANCE 0.72 0.78 12.47 0.001
15 WORK 0.68 0.89 17.94 0.000
16 SLEEP 0.69 0.86 17.93 0.000
17 TIREDNESS 0.71 0.82 18.02 0.000
18 APPETITE 0.73 0.72 14.75 0.000
19 WEIGHT 0.76 0.64 11.94 0.001
20 HEALTH 0.73 0.74 17.15 0.000
21 SEXUAL INTEREST 0.70 0.85 23.91 0.000
Total Chi-Square = 296.09,20 d.f., p =  <0.001
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3 .3 .6 .  I t e m  R e spo n se  A n a l y s e s
This final analysis is more sophisticated than those already discussed. The analysis 
identifies whether the data fit an underlying unidimensional model (Wright et al., 1976). 
As has already been discussed, this is the critical determinant as to whether or not the Beck 
Depression Inventory is quantitively comparable for patient and non-patient groups in 
analogue studies. Normally IRT parameter estimation is limited to dichotomous data. 
However, the Rating Scale Model proposed by Andrich (1978) enables the user to take 
advantage of polychotomous data.
Table 3(5) shows the IRT parameters from analyses on the Non-Patient Group and the 
Patient Groups and for the Total Sample along with an index of DIF for each item. Figure 
3III shows the Plot of Difficulty Parameters between the two groups.
It is clear from Table 3(5) that both patient and non-patient responses generally fit a 
unidimensional model. Because the indices of misfit for each item are insignificant, the 
responses of the patient group conform very closely to a unidimensional structure. The 
non-patient group responses produce a slightly less satisfactory fit but with the exception of 
3 items, conform quite well to the unidimensional model.
The analysis of the combined groups (Table 3) includes an index of DIF between patient and 
non patient groups (Wright et al. 1976).
6 5
It clearly shows that there is very significant Bias for a number of the items. 7 of the 21 
items are significantly biased. However, having regard to the small sample size, a 10% 
significance level is instructive. At this level, nearly half of the items show evidence of bias. 
Conversely, 11 of the items do fit the unidimensional model well. Thus the IRT Analysis 
indicates that the non-patient and patient groups are using significantly different patterns of 
response to this inventory. There is a qualitative difference in their responses. These results 
are not compatible with a unidimensional model of depression as conceived by Beck, 
ranging from non-depressed (non-patient) to severely depressed (patient).
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Although the results from the IRT and Mantel-Haenszel analyses both show unequivocally 
that there is DIF in the BDI across patients and non-patients, the details differ. Clearly 
different items are being identified as being most biased. This is a reflection of the different 
demands of each technique. The Mantel-Haenszel technique is non-parametric and uses 
dichotomous data. Thus some of the differences manifest in the analyses may be a result of 
the truncating of data in the process of dichotomisation. The IRT analysis makes use of 
more information from the data and is thus a more ’sufficient’ analysis.
The techniques also differ in another fundamental way. In contrast to the IRT analysis, the 
Mantel-Heinzel does not impose any a priori model on the data. The IRT analysis however, 
requires the data to conform to a specific model. This is a model of unidimensionality. It is 
against the constraints of this model that the data is tested.
Thus the IRT analysis is a much more rigorous technique. However, it is only applicable if 
the assumption of unidimensionality is correct. Thus fundamental to the use of this 
technique with the BDI is a full understanding of the true nature of depression in the general 
population. Is it, as is assumed by most researchers a unidimensional concept existing on a 
continuum from non-depressed to severely depressed? Or is there evidence of a 
discontinuity between those with mild depression and severe depression? These and other 
issues will be further elaborated in the discussion which follows.
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4. DISCUSSION
This study examined the appropriateness of the Beck Depression Inventory for use in 
analogue studies with non-patient samples. Following an examination of classical 
psychometric parameters of the BDI, a number of different approaches was used to scrutinise 
the BDI for the presence of Test Bias or Differential Item Functioning (DIF). Each approach 
is based on a different set of assumptions and procedures. The advantage of such a 
multifaceted approach is that it teases out different aspects of DIF which are not at this time 
accessible by a single technique.
The initial and most crude approach utilised correlation and regression analyses. The 
regression lines of the two groups for the BDI against the GHQ provide a graphic 
demonstration of Test Bias, a difference in slope indicating differential predictive validities 
for the two groups. As previously discussed, a major drawback of this technique is that the 
criterion selected, in this case the GHQ, may itself be subjected to similar biassing factors as 
the BDI.
A gross demonstration of DIF may be derived from the Interaction effect of an Analysis of 
Variance. A significant group by item interaction indicates the presence of DIF although it
fails to identify the specific source of DIF.
Some approximation of sources of DIF is graphically manifest in the Delta Plot. Whilst 
specifying those items subject to DIF, this technique uses dichotomosed data with 
concomitant loss of information. A more thorough investigation of DIF is achieved with the
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Mantel-Haenszel analysis. Although this statistical analysis still relies on dichotomised data 
and is non-parametric, it pinpoints in more detail those items subject to DIF.
The most sophisticated analysis used was IRT. This utilised polychotomous data and 
estimates the degree of fit of the data to an underlying unidimensional model.
Thus the analyses used were progressively more rigorous giving more and more specific 
information regarding sources of DIF. The purpose of the analyses was to determine the 
appropriateness of the BDI for use in analogue studies. An underlying asumption of 
analogue studies using the BDI is that of unidimensionality of depression across patients and 
non-patients. These overall results quite clearly fail to support this assumption. There is 
much evidence of Differential Item Functioning within the BDI, reflecting a qualitative 
difference in the responses of patients and non-patients.
Non-specific evidence of bias arose from the Correlaiton and Anova analyses. However, 
when the BDI data was regressed against GHQ data, the regression lines of the two groups 
were almost parallel. This could be interpreted as evidence that the BDI is free from bias. It 
is equally likely that both the BDI and the GHQ are subject to similar biassing effects.
More specific information as to which items are biased arises from more complex analyses. 
The Delta plot was a plot of affectivity against standardised item means and gives a graphical 
presentation of DIF. The Delta Plot demonstrated that Weight Loss and Satisfaction were 
particularly biassed items. The Mantel-Haenszel is a more demanding statistical procedure 
and this shows that all items are biassed except for Mood and Pesimism. However, for both 
the Delta Plot and the Mantel-Haenszel, the data was dichotomised.
70
When the rigour of the model-based IRT is imposed a more complex pattern of DIF 
emerges. The goodness of fit of this data with a unidimensional model is tested by the IRT. 
Although the patient group has reasonable fit for most items, the non-patient groups fits less 
well. In particular, items of self-blame and irritability do not fit well for this group. This 
lack of fit is highlighted in the IRT measure of DIF which shows that approximately half of 
the items function differently for the two groups. Those items with the highest DIF include a 
group concerned with poor evaluation and a second group concerned with more physical 
symptoms such as loss of appetitie, weight and libido. Those items which fit the 
unidimensional model well concern low mood, pessimism and in particular self-dislike, poor 
body image and somatic concern.
Thus in so far as the BDI is measuring the same phenomenon in patients and non-patients, 
this would seem to be in the main concerned with feelings of self esteem/ self-worth. They 
include feelings of low inner worth and competence, low mood, crying spells, pessimism, 
withdrawal and suicidal wishes. These are indicative of very low self-esteem, reflected in 
self-dislike, poor body image and somatic concerns. These are the constructs which are 
continuous between patients and non-patients. In contrast, matters of more external 
evaluation, guilt, punishment, sense of failure, together with lowered drives are qualitatively 
diferent for the two groups. These results suggest that some but not all of the aspects of 
depression suggested by Beck do not comprise a single unidimensional construct. Those 
features which are consistent across the groups seem to be related to aspects of self esteem. 
This is different from Gotlib's proposition that the BDI is measuring general psychological 
distress.
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This study raises an important issue for the validation of psychometric tests. It demonstrates 
the inadequacy of classical psychometric parameters for establishing the usefulness of a test. 
A high alpha reliability can be misleading and is insufficient evidence to endorse the use of a 
test as it fails to inform about DIF. It is clearly vital to pursue more sophisticated analyses to 
detect the presence or absence of DIF. The above results would suggest that the most 
rigorous and therefore optimum analysis when data are based on a unidimensional model, is 
IRT.
Thus these results fail to endorse the use of the BDI in analogue studies with non-patients as 
there is clear evidence of a qualitative difference between patient and non-patient responses. 
The use of the BDI in such studies is not supported. It is possible that the BDI is still 
appropriate for use with patient OR non-patient groups but comparisons between the two 
groups are psychometrically unsound. However, the results suggest that whilst the BDI may 
indeed be measuring Depression in a patient group, it clearly is not doing so, in the terms of 
Beck’s definition, in the non-patient group. It would therefore be necessary to use alternative 
validation of diagnosis if the BDI is used with non-patients.
In addition, the discriminative power of the BDI is poor. It has been shown to discriminate 
well between patients and non-patients. However, it would be mistaken to deduce that it is 
good at discriminating depression. In these results the BDI had no power to discriminate 
between the three diagnostic groups. This finding has implications for both research and 
clinical practice. The BDI may have limited value as a measure of treatment outcome but it 
could be misleading to assume that what is being measured is depression.
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Thus the BDI is not suitable for use in analogue studies. It is not appropriate for use in 
research when used to identify depressed patients, nor is it appropriate for use as a criterion 
measure of depression. Furthermore, its use as a clinical tool must be circumspect.
Although it is apparent that the BDI is not appropriate for analogue studies, other tests, 
particularly those such as the GHQ which are devised for screening purposes, may be 
suitable. However, this study highlights the need for thorough psychometric analysis beyond 
the conventional classical psychometric criteria. The unsuspected presence of Differential 
Item Functioning may invalidate a measure which by less demanding and more classical 
psychometric criteria is deemed acceptable. Such would appear to be the case with the Beck 
Depression Inventory.
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APPENDIX I - GENERAL HEALTH QUESTIONNAIRE
We should like to know i f  you have had any medical ccmplaints and how your health 
has been in general, over the past few weeks. Please answer ALL the questions on 
the following pages simply by underlining the answer which you think most nearly 
applies to you. Pemember that we want to know about prient and recent complaints, 
not those that you had in the past.
HAVE YOU RECENTLY -
(A)
1 -  been f e e l in g  p e r f e c t l y  w e l l  
and in  good h e a l th ?
B e t t e r  
th a n  u s u a l
Same Less 
a s  u su a l th a n  u s u a l
Much L ess 
th a n  u s u a l
2 -  been f e e l in g  in  need  o f  a  
good to n ic ?
Not a t  
a l l
No more 
than  u su a l
R a th e r  more 
th a n  u s u a l
Much more 
th a n  u s u a l
3 -been  f e e l in g  run  down and 
o u t o f  s o r t s ?
N ot a t  
a l l
No more 
th an  u su a l
R a th e r  more 
th a n  u s u a l
Much more 
th a n  u s u a l
4  - f e l t  t h a t  you a re  i l l ? N ot a t  
a l l
No more 
th an  u su a l
R a th e r  m ore 
th a n  u s u a l
Much more 
th a n  u s u a l
5 -b een  g e t t in g  any p a in s  in  
your head?
N ot a t  
a l l
No more 
th an  u su a l
R a th e r  m ore 
th a n  u s u a l
Much more 
th a n  u s u a l
6 -b een  g e t t in g  a  f e e l i n g  o f  
t ig h tn e s s  o r  p r e s s u re  in  
your head?
N ot a t  
a l l
No more 
th an  u su a l
R a th e r  m ore 
th a n  u s u a l
Much m ore 
th a n  u s u a l
7 -b een  h av ing  h o t o r  c o ld  
s p e l l s ?
N ot a t  
a l l
No more 
th an  u su a l
R a th e r  m ore 
th a n  u s u a l
Much more 
th a n  u s u a l
B l - l o s t  much s le e p  o v er w orry? N ot a t  
a l l
No more 
th an  u su a l
R a th e r  m ore 
th a n  u s u a l
Much m ore 
th a n  u s u a l
B2 -h ad  d i f f i c u l t y  in  s ta y in g  
a s le e p  once you a re  o f f ?
N ot a t  
a l l
No more 
th an  u su a l
R a th e r more 
th a n  u s u a l
Much more 
th a n  u s u a l
B3 - f e l t  c o n s ta n t ly  u n d er 
s t r a i n ?
N ot a t  
a l l
No more 
th an  u su a l
R a th e r  more 
thstn u s u a l
Much more 
th a n  u s u a l
B4 -b een  g e t t in g  edgy and bad  
tem pered?
Not a t  
a l l
No more 
th an  u su a l
R a th e r  more 
th a n  u s u a l
Much more 
th a n  u s u a l
B5 -b een  g e t t in g  s c a re d  o r
p an icky  f o r  no good re a so n ?
N ot a t  
a l l
No more 
th an  u su a l
R a th e r  more 
th a n  u s u a l
Much more 
th a n  u s u a l
B6 -fo u n d  e v e ry th in g  g e t t i n g  
on to p  o f  you?
N ot a t  
a l l
No more 
th an  u su a l
R a th e r  m ore 
th a n  u s u a l
Much m ore 
th a n  u s u a l
B7 -b een  f e e l in g  nervous and 
s tru n g  up a l l  th e  tim e
N ot a t  
a l l
No more 
th an  u su a l
R a th e r  m ore 
th a n  u s u a l
Much more 
th a n
u su a l?
Cl -been  managing to  keep More so Same R a th e r  l e s s Much l e s s
y o u rs e lf  busy  and o ccu p ied ? th a n  u s u a l as u su a l th a n  u s u a l th a n  u s u a l
C2 -been  ta k in g  lo n g e r  o v e r  th e Q u ick e r Same Longer Much longei
th in g s  you do? th a n  u s u a l as u su a l th a n  u s u a l th a n  u s u a l
C3 - f e l t  on th e  whole you w ere B e t t e r About L ess w e ll Much
doing th in g s  w e ll? th a n  u s u a l th e  same th a n  u s u a l l e s s  w e ll
C4 -been  s a t i s f i e d  w ith  th e  way More About same L ess s a t i s f i e d  Much l e s s
you’ve c a r r i e d  o u t y o u r ta s k ? s a t i s f i e d as  u s u a l th a n  u s u a l s a t i s f i e d
C5 - f e l t  th a t  you a re  p la y in g  a More so Same L ess u s e f u l Much l e s s
u s e fu l p a r t  in  th in g s ? th a n  u s u a l as  u su a l th a n  u s u a l u s e f u l
C6 - f e l t  cap ab le  o f  m aking More so Same Less so Much l e s s
d e c is io n s  abou t th in g s ? th a n  u s u a l as  u s u a l th a n  u s u a l c a p a b le
C7 -been  a b le  to  en jo y  y o u r More so Same L ess so Much l e s s
normal d a y -to -d a y  a c t i v i t i e s ? th a n  u s u a l as  u su a l th a n  u s u a l th a n  u s u a l
D1 -been  th in k in g  o f  y o u r s e l f  a s  Not No more R a th e r  more Much more
a w o rth le ss  p erso n ? a t  a l l th a n  u su a l th a n  u s u a l th a n  u s u a l
D2 - f e l t  t h a t  l i f e  i s  e n t i r e l y Not No more R a th e r  more Much more
h o p e less? a t  a l l th a n  u su a l th a n  u s u a l th a n  u s u a l
D3 - f e l t  t h a t  l i f e  i s n ’ t Not No more R a th e r  m ore Much more
w orth l iv in g ? a t  a l l th an  u su a l th a n  u s u a l th a n  u s u a l
D4 -th o u g h t o f  th e  p o s s i b i l i t y D e f in i t e ly I  don’ t Has c ro s s e d D e f in i t e ly
th a t  you m ight make away 
w ith  y o u rs e lf?
n o t th in k  so my mind have
D5 -fo u n d  a t  tim es you c o u ld n ’ t Not No more R a th e r  more Much more
do an y th in g  b ecau se  y o u r 
nerv es  were to o  bad?
a t  a l l th an  u su a l th a n  u s u a l th a n  u s u a l
D6 -fo u n d  y o u r s e l f  w ish in g  you Not No more R a th e r  m ore Much more
were dead and away from  i t a l l ?  a t  a l l th an  u su a l th a n  u s u a l th a n  u s u a l
D7 -fo u n d  th a t  th e  id e a  o f D e f in i t e ly I  don’ t Has c ro s s e d D e f in i t e ly
ta k in g  your own l i f e  k e p t 
coming in to  your mind?
n o t th in k  so my mind h as
Sex: M /  F Age: 16 - 21 22 -- 5 0  51 - 65 65 +
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APPENDIX n  - BECK DEPRESSION INVENTORY
After riding each group of statements carefully, circle the number (0, 1, 2 or 3) 
next to the one statement in each group which best describes the way you have been 
feeling the past week, including today. I f  several statements within a group seem 
to apply equally well, circle each one.
Be sure to read all the statements in each group before making your choice.
1. 0 I  ,
1 I  ■
2 I  1
3 I  :
2 . 0 I  ;
1 I
2 I  :
3 I
3 . 0 I  ,
1 I
2 . As
3. I
4 . 0 I
1 I  '
2 I
3 I
5 . 0 I  !
1 I
2 I
3 I
6 . 0 I  '
1 I
2 I  '
3 I
7 . 0 I
1 I
2 I
3 I  :
8 . 0 I
1 I
2 I  1
3 I  1
9. 0 I
1 I  :
2 I  '
3 I  '
10. 0 I  ,
1 I
2 I
3 I
do n o t f e e l  sa d  
f e e l  sad
I  c a n ’ t  s ta n d  i t .
f e e l  d isc o u ra g e d  ab o u t t h e  f u tu r e ,  
f e e l  I  have n o th in g  to  lo o k  fo rw ard  to .
do n o t f e e l  l i k e  a  f a i l u r e .
f e e l  I  have f a i l e d  m ore th a n  th e  average  p e rso n .
I  look  back  on my l i f e ,  a l l  I  can s e e  i s  a  l o t  o f  f a i l u r e s .
don’ t  e n jo y  th in g s  th e  way I  u sed  to .  
don’ t  g e t r e a l  s a t i s f a c t i o n  o u t o f  an y th in g  ; 
am d i s s a t i s f i e d  o r  b o re d  w i th  e v e ry th in g .
don’ t  f e e l  p a r t i c u l a r l y  g u i l t y ,  
f e e l  g u i l t y  a  good p a r t  o f  th e  tim e , 
f e e l  q u i te  g u i l t y  m ost o f  th e  tim e , 
f e e l  g u i l t y  a l l  o f  th e  t im e .
don’ t  f e e l  I  am b e in g  p u n ish e d , 
f e e l  I  may be p u n ish e d , 
ex p ec t to  be  p u n ish e d , 
f e e l  I  am b e in g  p u n ish e d .
don’ t  f e e l  d is a p p o in te d  i n  m y se lf  
am d is a p p o in te d  in  m y se lf ,  
am d is g u s te d  w ith  m y s e lf ,  
h a te  m y se lf .
don’ t  f e e l  I  am any w o rse  th a n  anybody e l s e .
i f  I  had  th e  chance.
i th a n  u s u a l .
I  u se d  to .
11. 0 I  am no more i r r i t a t e d  now th a n  I  e v e r  am.
1 I  g e t annoyed o r  i r r i t a t e d  m ore e a s i l y  th a n  I  u sed  to .
2 I  f e e l  i r r i t a t e d  a l l  th e  tim e  now.
3 I  d o n 't  g e t i r r i t a t e d  a t  a l l  by  th e  th in g s  t h a t  u sed  to  i r r i t a t e  me.
12. 0 I  have n o t l o s t  i n t e r e s t  in  o th e r  p e o p le .
1 I  am le s s  i n t e r e s t e d  in  o th e r  p e o p le  th a n  I  u sed  to  b e .
2 I  have l o s t  most o f  my i n t e r e s t  in  o th e r  p eo p le .
3 I  have l o s t  a l l  o f  my i n t e r e s t  in  o th e r  p e o p le .
13. 0 I  make d e c is io n s  ab o u t a s  w e l l  a s  I  e v e r  co u ld .
1 I  p u t o f f  making d e c is io n s  m ore th a n  I  u sed  to .
2 I  have g r e a t e r  d i f f i c u l t y  in  m aking d e c is io n s  th an  b e fo re .
3 I  c a n ' t  make d e c is io n s  a t  a l l  anym ore.
14. 0 I  d o n 't  f e e l  I  look  any w orse  th a n  I  u sed  to .
1 I  am w o rr ie d  t h a t  I  am lo o k in g  o ld  o r  u n a t t r a c t iv e .
2 I  f e e l  t h a t  th e r e  a r e  perm anen t changes in  my e^ p earan ce  t h a t  make me
look  u n a t t r a c t i v e .
3 I  b e l ie v e  t h a t  I  lo o k  u g ly .
15. 0 1 can work abou t a s  w e ll  a s  b e f o r e .
1 I t  ta k e s  an e x t r a  e f f o r t  t o  g e t  s t a r t e d  a t  do ing  som eth ing .
2 I  have to  push  m y se lf  v e ry  h ad  t o  do a n y th in g .
3 I  c a n ' t  do any work a t  a l l .
16. 0 I  can s le e p  a s  w e ll  eis u s u a l
1 I  d o n 't  s le e p  as  w e ll  a s  I  u se d  to
2 I  wake up 1-2  h o u rs  e a r l i e r  th a n  u s u a l  and f in d  i t  h a rd  to  g e t
back to  s le e p .
3 I  wake up s e v e r a l  h o u rs  e a r l i e r  th a n  I  u sed  to  and canno t
g e t  back  to  s le e p .
17. 0 1 d o n 't  g e t  more t i r e d  th a n  u s u a l .
1 I  g e t  t i r e d  more e a s i l y  th a n  I  u sed  to .
2 I  g e t  t i r e d  from  d o in g  a lm o s t a n y th in g .
3 I  am to o  t i r e d  to  do a n y th in g .
18. 0 My a p p e t i t e  i s  no w orse  th a n  u s u a l .
1 My a p p e t i t e  i s  n o t a s  good a s  i t  u sed  to  b e .
2 My a p p e t i t e  i s  much w orse  now.
3 I  have no a p p e t i t e  a t  a l l  anym ore.
19. 0 I  h a v e n 't  l o s t  much w e ig h t, i f  any , l a t e l y .
1 I  have l o s t  more th a n  5 p ounds.
2 I  have l o s t  more th a n  10 p ounds.
3 I  have l o s t  more th a n  15 p ounds.
20. 0 I  am no more w o rr ie d  ab o u t my h e a l th  th a n  u s u a l .
1 I  am w o rr ie d  abou t p h y s ic a l  p rob lem s such  as  aches and p a in s ;
o r  u p s e t stom ach; o r  c o n s t i p a t i o n .
2 I  am v e ry  w o rr ie d  ab o u t p h y s ic a l  p roblem s and i t ' s  h a rd  to  th in k
abo u t a n y th in g  e l s e .
3 I  am so  w o rr ie d  ab o u t my p h y s ic a l  p rob lem s t h a t  I  canno t th in k
ab o u t a n y th in g  e l s e .
21. 0 I  have n o t n o t ic e d  any r e c e n t  change in  my i n t e r e s t  in  s e x .
1 I  am le s s  i n t e r e s t e d  in  s e x  th a n  I  u sed  to  b e .
2 I  am much l e s s  i n t e r e s t  in  s e x  now.
3 I  have l o s t  i n t e r e s t  in  se x  c o m p le te ly .
APPENDIX III
FRF.nUENCIKS OF OCCUPATION
OCCUPATION No. %
Project Leader 1 0.5
Student 27 13
Teacher 4 1.9
Salesman 2 1.0
Manager 2 1.0
Play Group Assistant 1 0.5
Government/Civil Service 16 7.7
Housewife 13 6.3
Social Worker 1 0.5
Insurance Broker 1 0.5
Accountant 1 0.5
Nurse 16 7.7
Documents Technician 1 0.5
Clinical Psychologist 4 1.9
Programmer 7 3.4
Clerical 11 5.3
Musician 1 0.5
Trainee Clinical Psych. 12 5.8
Marine Engineer 1 0.5
Computer Technician 2 1.0
Secretary 7 3.4
Contract Manager 1 0.5
Sales Manager 4 1.9
Telesales 3 1.4
Engineer 12 5.8
Technical Author 1 0.5
Company Director 4 1.9
Draughtsman/T echnician 4 1.9
Consult. Petroleum Geologist 1 0.5
Lorry Driver 1 0.5
Ponds & Lakes Maker/Gardener 2 1.0
Occupational Therapist 1 0.5
Q.C. Analyst 1 0.5
Physiotherapist 1 0.5
Nursing Assistant 6 2.9
Customer Care Assistant 3 1.4
Hairdresser 2 1.0
Construction Industry 2 1.0
8 5
Toolmaker
Kitchen Porter
Chemist Dispenser
Travel Agent
Unemployed
Gas Service Engineer
Postman
Retired
Upholsterer
Chef
2.9
0.5
0.5
0.5
1.4
0.5
0.5
1.0
0.5
0.5
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Appendix IV
FRROIJENCY OF DIAGNOSTIC CATEGORIES
Diagnosis No. %
GENERAL ANXIETY
SOCIAL ANXIETY + DEPRESSION
ANXIETY
MARITAL DIFFICULTIES + DEPRESSION
ANGER CONTROL
BULIMIA + DEPRESSION
OBSESSIONAL
DEPRESSION
PSYCHOSIS
SEXUAL ABUSE, RELATIONSHIP DIFFS. 
MARITAL + ANGER CONTROL 
SEXUAL DYSFUNCTION AND RELAT. DIFFS. 
INTERPERSONAL DIFFICULTIES, SEXL. AB. 
BULIMIA
SUBSTANCE ABUSE 
DEPRESSION, SEXUAL ABUSE 
SOCIAL SKILLS
3 
5 
15
4
1.4
2.4
7.2 
1.9 
0.5 
0.5 
1.0
6.3 
0.5 
0.5 
0.5
1.4 
0.5 
0.5 
0.5 
0.5 
0.5
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